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Abstract 
Maternal mortality in Bangladesh is amongst that highest in the world. Several projects have 
been set up to address this situation, among them the Women’s Health & Rights Advocacy 
Partnership (WHRAP). A non-governmental organisation, Naripokkho, is responsible for the 
implementation of WHRAP in Bangladesh. Naripokkho’s strategy has an underlying assumption 
that creating accountability among the duty-bearers in the health system will improve the health 
facilities, which will result in more women utilising the facilities for pregnancy and delivery and 
hereby improve the women’s maternal health. This report examines whether this assumption is 
valid with the women’s choice of action. In addition we examine whether WHRAP can contribute 
to a improvement in maternal health, and if it can, how this can be achieved. 
 
The analysis is based on a case study of the implementation of WHRAP in Patharghata upazila in 
Bangladesh. The case study focuses on the women’s understanding and utilisation of the health 
facilities. Giddens’ theory of structuration is used to analyse how change can be brought about 
and what influences an agent’s choice of action. To understand maternal health in a developing 
country we use Labonté & Laverack’s definition of health promotion and A. Sen’s definition of 
development. 
 
WHRAP has been successful in increasing the accountability among the duty-bearers and 
improving the quality of health services. However, the empirical data shows that WHRAP’s 
assumption - that increased accountability leads to increased utilisation of health facilities - is 
only partly correct. Facilities for maternal health can generally seen be divided into those relating 
to pregnancy and those relating to delivery. There are barriers to utilisation of all facilities on the 
supply-side and the demand-side. As a result of WHRAP’s assumption, the project focuses only 
on reducing the barriers on the supply side. The main barriers to utilisation of facilities for 
pregnancy are on the supply side. The project has reduced some of these supply-side barriers 
(and some demand-side barriers indirectly), which has resulted in increased utilisation of 
facilities for pregnancy. Thus in this case the assumption is valid. There are significant demand 
side barriers to utilisation of facilities for delivery. These include issues relating to the 
marginalised women’s understanding of health. Thus in this case the assumption is not valid. 
 
We conclude that increased accountability does lead to increased utilisation of health services 
facilities for pregnancy but not for delivery. As complications linked with pregnancy or delivery 
can rapidly become life-threatening, increasing the utilisation of health service facilities for 
delivery is central to bringing about an actual improvement in the maternal health of 
marginalised women. In order to achieve this, the project would need to augment its focus on the 
supply-side barriers to utilisation with efforts to lower the demand-side barriers that take into 
account the women’s understanding of health.  
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1 Introduction to the Thesis 
In this report we look at a development project, Women’s Health and Rights Advocacy 
Partnership (WHRAP), whose goal is to improve the state of maternal health of marginalised 
Bangladeshi women through an advocacy strategy. By focusing on the marginalised women 
we will examine whether the project can fulfil its goal. 
1.1 Problem Field 
The United Nations Population Fund’s (UNFPA) International Conference on Population and 
Development (ICPD) in Cairo 1994 marked a worldwide paradigm shift in population 
policies. The participating countries reached a common agreement about the core values of 
sexual and reproductive health and rights. The focus changed from fertility control to the 
idea that all women should have the right to health regarding pregnancy and delivery. This 
shift in focus also implied a more individual-oriented and rights-based approach concerning 
the individual’s opportunities and development. (Iversen, 2004). All current projects working 
with population politics and reproductive health are based on the outcome of ICPD. 
 
The UN’s Millennium Development Goals (MDGs) are based on the outcome of ICPD (ibid.). 
Since the formulation of the MDGs in 2001, the goals have formed the basis of most 
developing projects implemented by official aid donors (OECD, 04.01.10; Danida, 2008B). 
The eight goals have been prioritized differently in different regions and countries and the 
impact has also varied widely. Bangladesh is one of the developing countries that are on 
track with the MDGs. However, Bangladesh is still lagging behind on Millennium 
Development Goal no. 5 (MDG5): ‘Reducing Maternal Mortality’. (UNDP, 2007). The objective 
of MDG5 is to “[...] reduce by three-quarters, between 1990 and 2015, the maternal mortality 
ratio” (UNDP, 2003:97). The maternal mortality ratio in Bangladesh was 290 per 100,000 in 
20061. To reach the aim of MDG5 the ratio has to drop to 147 per 100,000 women. 
Bangladesh has achieved a halving of the maternal mortality rate from 1991 to 2006, but in 
order to meet the MDG5 in 2015, Bangladesh has to accelerate the progress significantly. 
(UNDP, 2007:21). 
 
                                                 
1 The latest number. 
How to Improve Maternal Health for Marginalised Women 
 
Anja M. Nielsen & Julia W. Dallerup 
 - 7 - 
According to United Nations Development Programme (UNDP) (ibid.:22) to achieve the goal 
the Bangladeshi health system requires proper institutional arrangements, better and more 
effective health services and improved health sector governance. Additionally, it is important 
to be aware that maternal mortality is not just a matter of health services, but is 
inextricably linked with social and economic factors such as health beliefs and practices, 
education, and poverty. 49.6 percent of the population in Bangladesh lives below the 
poverty line2 (UNDP, 2009:178). In regards to maternal health the situation is still that most 
deliveries take place on the floor at home without a skilled birth attendant (Moran, 2006:3; 
Rahman et al., 2007:20). At the same time the health system has for many years been 
characterised by lack of institutional capacity and is not sufficient to meet the people’s need 
(Jahan, 2003; Rahman et al., 2007:20). 
 
In recent years, advocacy has been a mandatory part of Danida3-funded development 
projects working with civil society, e.g. in Bangladesh (Danida, 2008A). The importance of 
implementing advocacy in development strategies is made clear in Danida’s Civil Society 
Strategy which states that: “Denmark will work to ensure that [...] the involvement of these 
[civil society] organisations in advocacy work is promoted locally, nationally, regionally and 
internationally [...]” (Danida, 2008A:5). The increased use of advocacy strategies is based on 
the idea that development through service deliveries is not sustainable. Capacity building of 
civil society and state institutions is seen as needed. This is believed to strengthen civil 
societies’ competences and skills to implement developing projects and at the same time 
enable them to create development in the future without depending on foreign help 
(Tematisk Forum, 2009:5; Danida, 2008A). In other words, it is assumed that development 
must be demand-oriented and not supply-oriented. 
 
Different development projects have been implemented in Bangladesh focusing on improving 
maternal health, for instance by Danida. WHRAP is a regional project based on an advocacy 
strategy aimed at improving maternal health in South Asia including Bangladesh (ARROW, 
2005). The overall purpose of advocacy as a development strategy is to combat the 
structural causes of marginalisation and ensure that all people can enforce their rights. The 
aim is to advocate for the marginalised. (Tematisk Forum, 2009:6). In WHRAP this is done 
by putting the issue of accountability in the public health system on the political agenda, 
and holding the decision-makers responsible and accountable. At the same time advocacy 
works to improve the right-holders’ capability for instance by teaching them about their 
rights and how to demand them.  
 
                                                 
2 = US$ 1.25. This number is used worldwide to estimate poverty. (World Bank, 29.01.10) 
3 Danish International Development Agency. Danida is the official aid agency of Denmark and belongs to the 
Ministry of Foreign Affairs and Ministry of Development. 
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In Bangladesh the project is implemented by Naripokkho, a national non-governmental 
organisation (NGO). Naripokkho’s objective is to ensure accountability among the duty-
bearers by collecting and distributing information and putting pressure on the governmental 
agents. The target group of WHRAP is marginalised women defined as “[...] poor women who 
experience social stigmatisation due to their socio economic status, gender, age, cast, religion 
or ethnic background, and whose needs and interests related to sexual and reproductive 
health and rights are not represented in the political system [...]” [sic] (ARROW, 2005:25). 
Thus, Naripokkho’s assumption is that changing the structure by creating accountability 
among the duty-bearers will result in a change in the choice of action of the women, who to 
a greater extent will attend health facilities during pregnancy and delivery. According to 
Naripokkho’s strategy this will result in improving maternal health among marginalised 
women (Interview with Naripokkho staff). Thus, Naripokkho has chosen not to work directly 
with the right-holders, but only address the duty-bearers. 
 
According to Sarifa Begum, Senior Research Fellow at the Bangladesh Institute of 
Development Studies; “It does not matter whether the women know about the health services 
or not, because their socioeconomic situation prevents them from making use of the services” 
(Interview with Sarifa Begum). This statement mirrors the criticism of the use of advocacy 
strategies in developing countries. Thus, detractors question whether advocacy – 
accountability and information – is enough to improve maternal health in one of the world’s 
poorest countries. Bangladesh as a developing country suffers from a range of structural 
problems, for instance a poor infrastructure and lack of resources. WHRAP’s target group of 
marginalised women are uneducated and live in extreme poverty and hereby have few 
resources, for instance to spend on healthcare. Furthermore, the society is patriarchal and 
this has great influence on the women’s capabilities and power concerning decision-making 
(Kabeer & Mahmud, 2004) in regards to maternal health (Moran, 2006). The women are 
often neglected in the case of healthcare as they are taught to de-emphasise themselves 
(Interview with Simeen Mahmud). These are all important factors influencing the women’s 
choice of action. 
 
The discussion about capacity building and advocacy versus health delivery is central in the 
field of development. As mentioned, the field has been dominated by a discourse about 
advocacy as the most sustainable development strategy. However, there are many different 
methods within advocacy. For instance, campaigning, lobbyism, approaching decision-
makers, events, and training programmes. (Whyte, 2002:80ff; Tematisk Forum, 2009) 
Therefore there is an ongoing debate about the preconditions for a successful advocacy 
strategy. The debate brings up a range of questions when looking at advocacy based 
projects: Is it possible to create accountability in a system characterised by instability and 
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corruption? If it succeeds, can the poor women benefit from the improvements? Or are there 
still barriers created by poverty hindering them from utilising the services? And is it then 
enough that the NGOs put pressure on the government to take responsibility without 
offering service deliveries in addition? Summed up the question is: does advocacy improve 
the women’s situation? This discussion about advocacy as a development strategy is our 
motivation for focusing on WHRAP and examines whether the strategy is successful and can 
improve marginalised women’s state of maternal health. This has led us to the following 
thesis statement. 
1.2 Thesis Statement 
The purpose of WHRAP is to improve the state of maternal health for marginalised women in 
Bangladesh. Naripokkho’s strategy is to use advocacy to create accountability among the 
duty-bearers in the health system. The underlying assumption is that creating 
accountability will improve the health facilities, which will result in more women utilising 
the facilities regarding pregnancy and delivery. An increased utilisation is perceived to 
improve maternal health. Our thesis will therefore examine following: How is this 
assumption valid with the women’s choice of action? Can WHRAP contribute to improve the 
state of maternal health? If it can, how? 
1.3 Analytical Approach 
In the analysis we will take a critical approach to Naripokkho’s assumption. Based on the 
empirical data from our fieldwork we will focus on the women’s experiences and their choice 
of action, and whether WHRAP has or can contribute to an improvement of the situation of 
marginalised women. To put the empirical data in a theoretical framework we will use 
Giddens’ theory of structuration, supplemented by A. Sen’s theory “Development as 
freedom” and Labonté and Laverack’s theory on health promotion in developing countries. 
 
Our thesis statement will be answered with the point of departure in the working questions 
listed below. 
1 What is WHRAP and under which context are the implementing organisations 
working? 
2 How is WHRAP influenced by donors and international frameworks? 
3 How do Naripokkho and Sangkalpa Trust seek to implement WHRAP? 
4 How is the women’s choice of action influenced by social systems, structural 
phenomena, and knowledgeability? 
5 Does WHRAP seek to change the women’s choice of action and if so, how? 
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1.4 Project Design 
The first chapter is the basis for the thesis. We will start with a demarcation of the thesis 
statement in order to narrow our focus. This will be followed by a presentation of five 
concepts central for the field. The aim of this chapter is to give an understanding of the 
field, and provide a clear view of the focus of the report. 
 
In chapter two we will account for our methodological approach to the field. Furthermore, 
we will describe how the data has been collected, and how the data will be used in the 
analysis. The aim of this chapter is to provide an overview of the empirical basis of the 
thesis, including our reflections concerning the special circumstances of doing fieldwork in a 
foreign country. 
 
The third chapter concerns our choice of theories. Firstly, we will give a view of the former 
research in the field. Then we will introduce the selected theoreticians and present their 
theories. The aim is to provide an understanding of the theoretical framework which will be 
used to get a deeper understanding of the empirical data. 
 
The fourth chapter will answer the first working question. When analysing a case study in a 
developing country the context is essential. We will therefore in this chapter describe the 
conditions under which WHRAP is implemented. The chapter will give an introduction to the 
conditions in Patharghata within three aspects; 1) WHRAP and the two implementing 
organisations, 2) the political conditions, with focus on the governance system and public 
health sector, and 3) the life of marginalised women in Patharghata. The chapter will be 
based on the empirical data from the fieldwork and backed by academic articles. The aim of 
the chapter is to provide an understanding of the context in which WHRAP is implemented 
and the living conditions for the women which the project aims to reach. This chapter will 
be used as a foundation for answering the other working questions. 
 
The fifth chapter will be an analysis based on the three latter working questions. With the 
starting point in the second working question we will in 5.1. [From Global to Local] examine 
how WHRAP is formed by ICPD and the MDGs. This will provide us with an understanding 
of how WHRAP is influenced by foreign donors. 5.2 [Implementation of WHRAP] will be 
based on the third working question. The part will look at the implementation of WHRAP 
and its activities and outcomes at both national and local level. This will be done in order to 
identify the project’s strengths and weaknesses. This part will be based on the interview 
with the WHRAP staff at Naripokkho and Sangkalpa Trust, and project documents. We will 
use advocacy texts from Labonté & Laverack & Tematisk Forum to uncover how WHRAP has 
implemented advocacy. Concretely we will compare the directions given in the literature for 
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making changes using advocacy with WHRAP’s work and hereby see if there are any 
incongruence. The fourth working question will be answered in 5.3 [Women’s Utilisation of 
Health Facilities] with focus on the women and their experiences regarding pregnancy and 
delivery. This will be done by focusing on four delays appearing from the first sign of 
complication till proper service is received. In the delays we will identify the women’s 
knowledge about and understanding of the health system, social systems and structural 
phenomena influencing the women’s utilisation of health facilities. This will provide an 
understanding of the women’s choice of action. This part will be based on survey and group 
interviews. These interviews were transcribed, and we hereby had an overview of both 
clearly stated barriers and more hidden ones. We selected the determinants, which we found 
to be most influential. In the end we use A. Sen’s concept capabilities to connect the 
different aspects of our data in order to analyse the structuration process behind the 
women’s choice of action.  
 
The answers to the working questions will be used to analyse whether WHRAP’s assumption 
is correct, and if the project is able to change the women’s choice of action. 
1.5 Demarcation 
WHRAP is implemented in South Asia in Pakistan, India, Nepal and Bangladesh. At regional 
level WHRAP is monitored by Asian-Pacific Resource and Research Centre for Women 
(ARROW). We will only look at the part of WHRAP implemented in Bangladesh. WHRAP has 
been implemented in two phases: phase one from 2003-2006, and phase two from 2006-
2010. We will only address the implementation of the second phase. WHRAP in Bangladesh 
is implemented by two national NGOs, Naripokkho and Bangladesh Women’s Health 
Coalition. We will only address the work implemented by Naripokkho, as they are 
responsible for the advocacy part of the project. Hence, when we mention WHRAP in this 
report we refer to the second phase of WHRAP implemented in Bangladesh by Naripokkho. 
We will focus on the implementation of WHRAP in the district of Patharghata in the Barisal 
division in the coastal area [see Appendix B]. In Patharghata the project is implemented by 
the local community-based organisation (CBO) Sangkalpa Trust. 
 
A second objective of WHRAP is to create a regional partnership between the civil society 
organisations involved in WHRAP. The purpose of the partnership is to make a regional 
advocacy platform. (ARROW, 2005). We were aware of this objective when we met staff from 
Naripokkho. When we asked them how this has influenced the implementation at national 
and local level in Bangladesh, they told that they did not see it as something that influenced 
their work. We have therefore chosen not to address this objective as it does not concern the 
women at local level. 
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In Bangladesh the health system is divided between the private and the public sector. 
WHRAP only works to ensure accountability in the public health system. The private health 
services are not free and are therefore rarely available for the marginalised women. We will 
therefore only address the public health system. 
 
We see the estimation of the maternal mortality rate associated to abortion as very 
uncertain mainly because it is taboo4. We have therefore chosen not to include this 
perspective. But we are aware that it impacts the statistics and is a part of the explanation 
of the maternal mortality rate.  
 
In many developing countries HIV/AIDS is an immense health problem associated with 
reproductive health. In Bangladesh the prevalence of HIV in the adult population is only 
0.01 percent (WHO B, 09.03.10). Therefore, this issue of HIV will not be addressed in this 
report. 
1.6 Central Concepts 
In the following section we will shortly explain and define concepts which are central to the 
understanding of the field. 
Advocacy 
Advocacy is based on a rights-based approach that is founded on the idea that each 
individual is a right-holder. To every right is a duty-bearer, whose obligation is to fulfil the 
right. (Tematisk Forum, 2009:14; Boesen & Martin, 2007:9). When working with advocacy 
as a development strategy the work takes place at different levels. Firstly, the aim is to 
influence the political agenda and hold the duty-bearers accountable. Secondly, the right-
holders must be supported and their capabilities must be strengthen to make them able to 
fight for their own rights. (Tematisk Forum, 2009:6). Advocacy covers many different 
activities and can broadly be said to relate “[...] to all the activities of the NGO which aim to 
influence actors, systems, structures, and ideas – at many different levels and in many 
different ways” (Edwards, 2002:98). The use of advocacy differs therefore from project to 
project. 
 
                                                 
4 A study made by Koenig et al. in 2007 (based on a national survey from 2001) stated that abortions only 
accounted for five percent of the maternal deaths in the survey, which was quite a decline from earlier studies 
which have estimated the number to be 18 percent (Koenig et al, 2007:80). In proposal for WHRAP phase II the 
average number for Bangladesh is estimated to 16 percent (ARROW, 2005:9). These two numbers are examples of 
the uncertainty in the estimation. 
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International Conference on Population and Development 
The United Nations coordinated the ICPD in 1994 in Cairo. The outcome was a framework 
for each country’s population policy (Nath, 2005:1). Included in the framework was a 
Programme of Action with five goals including access to reproductive health services and a 
reduction of the maternal health. The conference marked a change in thinking about 
poverty reduction, women’s rights and reproductive health as interdependent (Iversen, 
2004). 
Millennium Development Goal no. 5 
Whereas ICPD focuses on population politics and reproductive health, the MDGs focus more 
broadly on development and how to improve the livelihood for the people living below the 
poverty line. (UNDP, 2003). The MDGs are created as political tools for development policies 
for both donor and recipient countries. (Freedman, 2003). Due to our thesis statement we 
will only focus on MDG5, ‘Improve maternal health’. The goal is put into action by the target 
’Reducing maternal mortality’. (ibid.:99). As the MDGs are made as general goals for 
development they are characterised by being quantitative in order to be measurable. To each 
goal are a number of indicators. MDG5 is measured on the three following indicators: 
1 Increasing access to skilled birth attendants, which in the MDGs is defined as “[...] 
only those who are properly trained and who have appropriate equipment and drugs. 
Traditional birth attendants, even if they have received a short training course, are not 
to be included” (UNDP, 2007:48) 
2 One Comprehensive Emergency Obstetric Care (EmOC) facility for every 500,000 
people and four basic EmOC facilities. The basic functions do not need an operating 
theatre but comprehensive facilities need to be able to provide caesarean section and 
blood transfusion (UNFPA, 2002) 
3 Expand access to reproductive health care, mainly contraception (UNDP, 2003:99). 
UNDP points out that the success depends on bringing these services together within a 
functioning health and referral system. Furthermore there is a need of addressing the 
broader social issues that inhibit women from seeking health care. (ibid.:99). 
Maternal and Reproductive Health 
The MDGs have been criticised for their approach to health. A part of the critique addresses 
how the MDGs are framed. The goals concerning health are condition- or disease-specific, 
and offer limited attention to the demand-side. (Freedman, 2005). The goals are easy to base 
on statistics. But meeting the goal does not necessary indicate an improvement. MDG5 is 
evaluated on whether the maternal mortality rate is reduced. However, a drop in the rate 
can be due to a decrease in the fertility rate and does not necessarily indicate that the state 
of maternal health has been improved. The indicators focus on things important in order to 
ensure a safe pregnancy. However, they do not look on the demand side, such as how many 
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women are using the facilities or whether the women have experienced an improvement or 
have less fear regarding pregnancy and birth. Hence, the critique is that the MDGs can be 
met without making an actual change for the women’s state of maternal health. When 
examining whether WHRAP can contribute to improve the state of maternal health for 
marginalised women, we therefore focus on whether the women’s needs are met rather than 
whether the MDG5 indicators are met. We will only use the indicators to assess the state of 
the public health system. 
 
The three delays is a well-used model when discussing barriers for improving maternal 
health (Moran, 2006:13; Ensor & Cooper, 2004:75; Blum et al., 2007:351; Koenig et al., 
2007:75; G. Sen, 2009: 1007; UNESCAP, 2001). The model was developed by Thaddeus and 
Main (1994) who outlined three phases of delays which contribute to maternal morbidity 
and mortality: 1) in deciding to seek care, 2) in reaching care, 3) in receiving care. The 
MotherCare program has pointed to a fourth delay: in recognising the problem exists. This 
delay occurs before the three delays mentioned above. (Moran, 2006:13ff). We therefore add 
it to Thaddeus and Main’s model. We use the four delays to analyse the different kinds of 
structural phenomena which the women experience as hindering their use of health services 
for pregnancy and delivery. 
Skilled/Traditional Birth Attendant 
The term TBA can mean trained birth attendant and traditional birth attendant. Hence, TBA 
does not have a single definition and is therefore used with different meanings by different 
agents. The difference lies in whether the birth attendant has received official training or is 
self-taught. A traditional birth attendant is often a woman from a rural area who is self-
taught and who assists all deliveries in her village. The government has trained many of 
these women in short training courses of two weeks. Therefore some of these calls 
themselves trained birth attendants. At the moment the government is upgrading the staff 
at health clinics to become skilled birth attendants in a six month training programme 
(Interview with birth attendants). As our interviewees use these different terms of TBA we 
are not always able to distinguish them. Many of the women were not aware of how much 
training their birth attendant had and was therefore not able to categorise her correctly. In 
this report TBA will therefore be a broad term used to describe local birth attendants. The 
term skilled birth attendants will be used to describe birth attendants that had received at 
least six months training as midwifes. 
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2 Methodology 
In this chapter we will account for how we have approached the field, collected and handled 
our data. 
2.1 Approaching the Field 
We acknowledge that our pre-understandings influence our perspective when approaching 
the field (Højberg, 2005). Hence we do not believe we can find a definitive truth in our 
analysis as we can never ‘see’ the world without applying our pre-understandings (Pedersen, 
2003). We have narrowed our focus in order to go into the deepth of the analysis. This is 
done by seeking to bring our pre-understandings into play and get an understanding of 
WHRAP and the women’s present situation in relation to their surroundings. We use a range 
of methods to collect data and bring these together with our theory. We have therefore 
chosen to let data and theory intermingle and affect each other. We see a strength in 
allowing the data to influence the theories by setting a frame for what it makes reason to 
analyse. At the same time we use the theories to influence the data and hereby bring the 
data together and into a broader frame where explanations are broadening (Højberg, 2005). 
The choice of theory will be elaborated in chapter 3.2. 
 
When focusing on a project working with maternal health in a developing country such as 
Bangladesh we move into a quite different context from that in which we ourselves live. In 
order to prepare our fieldwork we read literature concerning the context of the country such 
as the culture, traditions, politics, economic situation, etcetera (Cornwall & Welbourn, 2000; 
Arvidson, 2003 Gosling & Edwards, 2003; Rahman, 2009; Sen, 1998; Rasmussen, 1992; 
Harboe, 1998; Bennet et al., 2008), and all available project documents (ARROW, 2009, 
2008, 2006, 2005; DFPA, 2005; Naripokkho, 2009A, 2009B, 2009C, 2007, 2006A, 2006B, 
2006C, 2003). This made us better equipped to go into the field as we were aware of our 
own pre-understandings. We found that we especially had to be aware of our pre-
understandings concerning language, gender, and the sensitivity concerning the issue of 
maternal health. In the following we will account for how we tried to minimise bias. 
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Fieldwork 
We stayed in Bangladesh for eight weeks. The first week and the last two weeks we stayed in 
Dhaka to be able to meet with Naripokkho, and prepare and evaluate the field-work in 
Patharghata. We stayed in Patharghata for five weeks. We stayed in a guest room at 
Sangkalpa Trust’s headquarters in the centre of Patharghata town. As we stayed at the 
organisation we were able to follow their work and get an idea of the working procedures 
and other development projects. Additionally, the stay meant that we established an 
informal relationship to the staff. For instance, they invited us to celebrate the Muslim feast 
Eid with them, to visit their families, and showed us around the area. This and the location 
in the centre of Patharghata gave us an opportunity to observe and experience daily life in 
Patharghata. We made a short visit to the CBO Nazrul Smriti Sangsad, who is implementing 
WHRAP in Amtali upazila [see Appendix B]. The purpose of the visit was to compare the 
implementation and the health system in the two upazilas. We did not interview local 
women and men but only stakeholders. Our focus in the analysis will be on Patharghata 
and we will only refer to interviews with stakeholders from Amtali in cases where the ones 
from Patharghata are not sufficient. We also went to Barguna in order to visit the District 
Hospital and the Mother and Child Welfare Clinic (MCWC). 
 
We experienced that many of the women’s actions were based on traditions and norms. It 
was therefore important to understand these in order to be able to examine how they 
influence the marginalised women’s choice of action. We sought to be what Kvale calls 
‘consciously naïve’, where “[…] the interviewer displays an openness for new and unexpected 
phenomena instead of having ready-made categories and interpretation schemes.”5 (Kvale, 
2004:41). Thus we did not see any answers as the correct ones but tried to understand the 
agent’s rationale. Our interpreter and the cooperation with the Bangladeshi organisations 
helped us overcome this barrier as they could explain situations that did not make sense to 
us. Our interpreter was from the neighbouring town and therefore familiar with the area, 
which was an advantage when interviewing the local women. We were well aware that we as 
two white, European young women would be met with a pre-understanding by the 
Bangladeshis as well. In order to show respect for their country, religion and language we 
dressed ourselves in the national clothes and learned some simple Bangladeshi phrases 
such as religious greetings, and how to behave according to the social norms (Gosling & 
Edwards, 2003). 
                                                 
5Original Danish version: ” ’Bevidst naivitet.’ Intervieweren udviser åbenhed over for nye og uventede fænomener i 
stedet for at have færdige kategorier og fortolkningsskemaer.” 
How to Improve Maternal Health for Marginalised Women 
 
Anja M. Nielsen & Julia W. Dallerup 
 - 17 - 
Language 
We wanted to talk with the marginalised women to uncover their experiences regarding their 
utilisation of the public health system. Therefore we had to overcome a language barrier as 
we did not share a common language. We therefore chose to hire an interpreter. When we 
interviewed stakeholders who spoke English we conducted the interview in English. We 
could not afford a professional interpreter, so we hired a university graduate. This 
influenced the level of English but at the same time meant that we could afford to use the 
same interpreter during the whole stay in Patharghata and with offbeat working hours. We 
tried to get a female student as our main target group was females and our focus was a 
female issue with private questions (Gosling & Edwards, 2003). It was not possible to find a 
female interpreter so we used a male. We tried to avoid our interviews being too intimidating 
by assuring the women that we did not need to know any details about their pregnancy and 
births but just the general setting. The women were surprisingly open in the interviews and 
for instance told us about stillborn babies. We believe that the presence of two female 
interviewers compensated for the male interpreter.  
 
Arvidson (2003) has specialised in Bangladesh. She points out that when an interpreter is 
used, there arises an uncertainty concerning whether the interpreter understands the 
interviewer’s purpose of the questions. We used the same interpreter through the entire 
fieldwork in order to improve the understanding by working closely for a longer period of 
time. We had meetings with our interpreter before and alongside the interviews where we 
explained the basics of the methods used. We also went through the interview guides before 
each interview to discuss the meaning of each question and give him the time to translate 
them before the interview took place. We repeatedly stated that if he was unsure of what we 
meant he should always ask us. At the same time we watched him carefully in order to see if 
he had understood us correctly. Arvidson (ibid.) advises that interviews are recorded so that 
the interpreter can translate more accurately afterwards, because there is insufficient time 
to translate everything during the actual interview.  We decided to record the group 
interviews and transcribe them together with our interpreter. Thus we were on the one hand 
able to check if there was anything in the interview that our interpreter was confused about. 
On the other hand we were also able to get all the answers noted down and hereby get all 
details from the group interview. The stakeholder interviews were not recorded as we had 
plenty of time to take notes due to time spent on translation. 
 
Using an interpreter also meant adding another set of prejudices. Our interpreter told us 
that his father was a Communist and he himself was not religious but brought up in the 
Islamic culture. Concretely he did not fast during Ramadan or pray during the day but did 
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celebrate Eid. This meant that he had a different angle on religion from many of the 
marginalised women. On the one hand this meant he was conscious of the influence of 
religion, but on the other hand it meant he did not understand the importance of religion for 
the religious women. We noticed the implication of this as he did not find the women’s 
religious explanations satisfying. We had to explain to him, that these were important 
explanations and fully acceptable answers in our interviews. Another bias was that the 
interviewees sometimes used a local dialect which meant that our interpreter had to ask for 
explanations for some of the used words. In both cases we may have lost some of the 
understanding of the women’s experiences. We also experienced that the English words 
were used differently by the Bangladeshis and us. An example was the use of the term 
‘awareness’ which the Bangladeshi defined as people acting according to their knowledge, 
where we on our part would define it as people having the necessary knowledge, and 
knowing why it is necessary. We tried to clarify the meaning of central expressions in the 
interviews in order to make it easier to analyse the material later on (Kvale, 2004:107). 
Gender 
Inspired by Becker-Schmidt (2002) we see gender as a structural phenomenon which forms 
the relation between men and women and hereby influences each agent’s possibilities. We 
have chosen not to focus on whether or not women were discriminated against but to look 
at how the women’s capabilities may be different from the men’s due to existing rules and 
norms. We explored these relations by asking the respondents about which agents were 
involved in the different decision-making processes. We conducted group interviews with 
both women and men in order to investigate if they had a different perspective on health 
and the decision-making process. Such a difference could explain the utilisation of health 
facilities. For the same reason we were also very observant regarding which statement and 
explanations derived from respectively male and female interviewees. We did not take it for 
granted that women per se were better at explaining their own situation as men could have 
the advantage of knowing gender barriers which were hidden from the women. 
 
G. Sen (2009:1007) suggests the intersection of gender and poverty is one of the root causes 
of maternal mortality. Hereby maternal health is undeniably related to gender but this alone 
is not the main explanation of the high mortality rate. It is when gender intersects with 
poverty that the women’s lives are threatened. Degnbol-Martinussen & Engberg-Pedersen 
have also pointed to this strong relation as they found that in Bangladesh, “[…] a woman in 
the wealthiest fifth of the population is 16 times more likely to have trained assistance in 
child-birth as a woman in the poorest fifth […]” (Degnbol-Martinussen & Engberg-Pedersen, 
2003:233). This is backed up by Begum who states that: “Maternal health is not a problem 
for the women from the middle-class or the upper class. Maternal health is depending on 
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income.” (Interview with Sarifa Begum). Therefore we do not see gender as the explanation 
alone, but as an important factor together with other factors, such as wealth, class and 
education. Gender relations in Bangladesh will be elaborated in the chapter 4.3.1. 
Sensitivity Concerning Maternal Health 
In Bangladesh maternal health is a sensitive issue (Moran, 2006:97, Gupta, 1995). Maternal 
health is related to issues such as sexual relations, the functions of the body, gender roles 
etcetera. There is also sensitivity about the subject of maternal health stemming from its 
historical relation to population control. Because of Bangladesh’s chaotic beginning there 
was a great need for foreign aid to rebuild the country. As a result of aid dependency the 
country’s policies have been heavily influenced by donor interests, in particular concerning 
population control. An example is a governmental programme concerning family planning 
methods which in particular focused on sterilisation. The programme succeeded in 
decreasing the fertility rate but not without criticism. (Hartmann, 1995; Robinson, 2007, 
Rasmussen, 1992). Shireen Huq, then a women’s coordinator in Naripokkho, criticised the 
governmental programme for not being focused on women’s rights and pointed out that the 
programme brought the women’s health in danger (Rasmussen, 1992). There were also 
examples of how people have been forcibly sterilised and hereby had their rights violated by 
the programme (Hartmann, 1995). As a result, projects addressing population control and 
reproductive health are often related to negative experiences. This has made the issue of 
reproductive health even more sensitive in Bangladesh and there still is a fear that projects 
such as family planning programmes are based on priorities set by others than the 
Bangladeshi women themselves. (ibid.). We see the term ‘family planning methods’ is used 
as a euphemism for ‘contraception’ which is seen as an intimate issue. The term ‘family 
planning methods’ leads one to think of children and pregnancies instead of intercourse. 
When talking with the women and the stakeholders we were aware of this and used their 
words. Furthermore, we did not ask elaborating questions regarding complications but 
simply asked if there had appeared any. 
2.1 Empirical Data  
We see a contradiction in the women’s behaviour as they chose not to seek the proper 
service in potentially life-threatening situations during pregnancy and delivery even though 
the service is free in Bangladesh. We therefore want to look into this contradiction and 
understand why it arises. As Kvale points out, we must use methods which do not eliminate 
contradictions (Kvale, 2004:66). We used qualitative and quantitative methods as tools to 
get data relevant for the analysis of the women’s choice of action (ibid.:77). The quantitative 
part of the survey uncovered how the respondents acted, whereas the qualitative interviews 
uncovered the agents’ approach and hereby why they chose a certain action (Boolsen, 
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2004:16). Both our quantitative and qualitative data are not meant to be generalised but are 
descriptive (ibid.:65). We told all the participants that it was voluntary to participate. We 
also informed them about the aim of our project. The interviewees who were recorded had 
consented to this. 
 
In order to ensure the validity of the data we have chosen to use a triangulation where we 
combine qualitative surveys, group interviews, observations, and expert and stakeholder 
interviews. Hence we cover a broad range of representatives and ensure a better validity as 
the single interviewee’s statements do not stand alone. (Gosling & Edwards, 2003). [see 
Appendix A]. We hereby used the different methods to ask questions concerning the same 
issues in different ways to different agents.  The triangulation is a method to ensure validity 
as one respondent’s statement does not stand alone but is supported by other statements.  
 
Our main data is based on qualitative interviews. We are aware that we as interviewers are 
co-creators of the interview (Kvale, 2004:57). In order to minimise bias we used Kvale’s 
(ibid.:149) ‘quality criteria for interviews’ to ensure the validity. We found that we got a large 
number of spontaneous, relevant, and specific answers from the interviewees. We tried to 
keep the questions as short as possible but our experience was that for a lot of the 
interviewees the interview was an unfamiliar scenario and therefore our interpreter had to 
spend some time explaining why we found their answers interesting. We sought to clarify 
relevant aspects of the answers, but in some cases details were lost in the translation. 
Overall, we tried to analyse the statements alongside the interview and ask the interviewees 
if they recognised our interpretation and hereby sought to let them verify our findings. We 
adjusted our interview guides in accordance to our findings in order to take advantage of 
our increasing knowledge of the field as described by Kvale (ibid.:105).  
Getting the Relevant Knowledge 
Kvale (2004:78) points out that the interview creates a chance for the interviewees to report 
to other agents about their situation. Inspired by Kvale (ibid.:59) our interpretation seeks to 
go beyond the immediate given in the field by bringing in new interpretations. Our aim is to 
provide a critical understanding of the field and of the conditions, which are perceived as 
necessary. We will examine different aspects of the field to ensure that essential conditions 
are not missed. Our data can be split into the coverage of four different aspects: WHRAP’s 
strategy, the health system, the marginalised women’s choice of action and the conditions 
for the implementation. We collected a range of different data and in order to analyse it we 
apply different theories and methods. The data collection will be elaborated in the next 
section. We will explain how the data is used to uncover each of the four aspects in 
combination with the theory. 
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Choice of Respondents for Survey and Group Interviews 
We conducted a qualitative survey in order to get an understanding of the basic conditions 
of the women and their situation [see Appendix C]. We conducted a questionnaire based on 
the project documents, literature concerning the field, and meetings with Naripokkho. We 
conducted surveys with marginalised women in accordance to WHRAP’s definition [see 1.1 
Problem Field]. We use WHRAP’s definition because it is their aims and activities we focus 
on and therefore their target group. We performed the survey with women visiting three 
selected health clinics. We spent one day at each of the three clinics. The clinics were 
chosen by Sangkalpa Trust so that we visited clinics in three different areas. We also did the 
survey with the women participating in the group interviews. Three women were deselected 
from the survey as we found they did not fit our target group. Therefore the figure based on 
the survey consists on answers collected from 64 women. In some figures the total number 
may be less as some women did not answer all questions. The respondents were all of 
reproductive age, either with at least one child under eight years old or their first pregnancy. 
This was in order to make sure they have been pregnant during the project’s existence. We 
interviewed men because they often make decisions on care-seeking for women (Ensor & 
Cooper, 2004:73). Hence they are important influencing agents for the women’s utilisation 
of health facilities regarding pregnancy and birth. The interviews with the men were 
supplemental as our main focus was on the women. Our preference was for husbands of 
women in our target group. Because of Ramadan it was very difficult to arrange group 
interviews with men as most of them devoted their time after work to prayer. Therefore we 
only conducted one male group interview and the respondents did not all live up to our 
standards. Because of the very limited number of male respondents, these will not be used 
statistically. 
 
We are aware that since most of the surveys were done at the health clinics we were not 
sure to meet women not utilising the health facilities. Most of the users of the public health 
system are the people who cannot afford to use the private clinics (Mahmud, 2004:4086). 
Additionally the health clinics visited were located outside Patharghata in remote areas 
mostly inhabited by marginalised groups. Therefore we presumed that most of the women 
coming to these clinics were marginalised women. Furthermore as foreigners we were not 
able to go to the villages and conduct surveys ourselves and were therefore limited to the 
health clinics. Through our survey we asked about their livelihood to ensure that all the 
respondents were indeed marginalised. 
  
A large proportion of the population in Patharghata is illiterate and poorly educated. 
Therefore we sat together with each woman and our interpreter and helped her fill out the 
survey. This also allowed us to ask elaborating questions to the reasons lying behind the 
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answers simultaneously with the filling of the questionnaire. We found that the women were 
very uncertain about their exact age and we tried to corroborate their age with the age of 
their oldest child. In general we found that some questions were understood in another way 
than intended and therefore we did not always get all the requested answers. An example 
was that our interpreter asked ‘how many children have you got?’ As we were interested in 
the number of pregnancies, including stillborn babies and abortions, we told him to change 
the question to ‘how many times have you been pregnant?’ 
 
We interviewed groups of five to six women from four different locations in the Patharghata 
upazila6 [see Appendix B]. Sangkalpa Trust had selected the villages in order to cover 
different areas. One group was near the centre of Patharghata, another lived in a smaller 
village, one in a municipality and one lived near the water and far from a FWC. The group 
interview with the men was placed in little town as they needed to be near their shops. We 
made a semi-structured interview guide with open questions based on the answers from the 
survey. Inspired by Kvale (2004:134) we tried to make the interview guide dynamic by letting 
the question be a motivation for the interviewees to talk about their experiences and 
feelings. Therefore we sought to make the questions short and easy to understand, avoiding 
the use of academic terms. 
 
We chose to interview the women and men in small and gender-separated groups. We use 
the group interviews to understand the respondents own approach to maternal health and 
hereby to understand the rationale behind their decisions. In the interview we started by 
letting the respondents describe how they might experience an ideal pregnancy and delivery. 
Then we asked about the women’s daily practices. We did this to make it possible for them 
to show they knew what was perceived as ‘right’ by experts, describe their own practices and 
explain their choices. This was in order to uncover contradictions in the interviewees’ 
statements. Inspired by Kvale (ibid.:45) we did not perceive these contradictions as a result 
of poor communication but as a possibly reflection of the objective contradiction in the 
world in which the women live.  
 
One advantage of group interviews is that the group can inspire one another to elaborate on 
the issues which the interviewer asks about. Furthermore the members of a group are often 
more confident because they get recognised by the other group members. Also a group 
interview can lead to bolder statements than the interviewee would have made if interviewed 
alone. On the other hand, one disadvantage is that a single group member may dominate 
the interview and prevent different opinions from being expressed. , Also in a group 
interview the interviewer may lose some control of the situation (ibid.:108). We found that 
                                                 
6 Upazila is a Bangladeshi term for a geographic area consisting of unions and is corresponding to a sub-district. 
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the women did not disagree with one another and when we asked our interpreter, he said 
that they are taught not to criticise other people. The oldest women had an authority in the 
group interviews and when they made a statement or interrupted, the younger women gave 
way. We also found that some of the women were very shy and made few comments even 
when we asked them directly. Thus the statements made in the interviews were especially 
made by the confident women. Because the women knew the other participants in the 
group, they referred to each others’ stories and this brought out some of the more shy 
interviewees’ stories. 
Interviews with Stakeholders and Experts 
We conducted expert interviews to get concrete information about the public health system 
and the women’s situation in Patharghata. [see Appendix A]. We therefore interviewed 
agents representing different arenas regarding maternal health in order to get different 
aspects on the field. For instance we chose to interview health providers on all levels of the 
public health system and the advisory committees. We interviewed two female researchers 
in Dhaka in order to get two different experts’ views on the field of maternal health. This was 
done in order to get more informal statements on the present situation which could not be 
found in the literature. We chose to interview women as we believed they could recognise a 
part of the marginalised women’s situation and therefore had a better understanding of 
their choices. With the help of Naripokkho, Sangkalpa Trust and Nazrul Smriti Sangsad we 
picked out important stakeholders influencing the local situation in Patharghata. Before 
each interview we prepared an interview guide. We chose to interview many experts and 
stakeholders and asked them some of the same questions in order to check for 
discrepancies between the statements. Some of the agents were interviewed individually and 
some in groups. This depended on which agents had the time to participate and the 
planning of Sangkalpa Trust. For instance many of the interviews were conducted some 
distance from Sangkalpa Trust’s office and we therefore saved resources by interviewing in 
groups as we could hear more opinions in one interview. 
Observation 
We visited health institutions at different levels in the health system in order to make 
observations concerning the facilities’ cleanliness, how many people were using the 
facilities, which technology was present and working, how many female versus male staff 
etcetera. For the largest share of interviews we went to the informants’ office, the women’s 
home, or the teachers’ school. This gave us an impression of the conditions of their daily life 
as Kvale writes: “By staying in the environment where the interviews are collected, you enter 
the local language, the local daily routines and power structures and hereby get a feeling of 
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what the interviewees talk about.”7 (Kvale, 2004:103). For instance, because we saw how the 
women lived and made the trip to their home, we got an impression of the transport and 
distance to Upazila Health Complex (UHC), as this was placed quite near Sangkalpa Trust’s 
office. In addition the face-to-face contact during the interviews meant that facial 
expressions and body language helped reinforce the understanding between interviewer and 
participants (Morris, 1977). The use of observation can also be a way to discover hidden 
aspects. An observation does not explain anything in itself. Therefore it is necessary to 
enquire as to the meaning. We used our observations as a supplement to the interviews with 
the women and stakeholders.  
 
                                                 
7Original Danish version: ”Ved at opholde sig i det miljø, hvor interviewene skal foretages, kommer man ind i det 
lokale sprog, de lokale hverdagsrutiner og magtstrukturer og får dermed en fornemmelse af, hvad de interviewede 
vil tale om.” 
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3 Theory 
In this chapter we start with an overview of the state of the art summarising the previous 
work in the field. Then we present the theories of Labonté & Laverack, A. Sen and Giddens. 
At the end of the chapter we sum up how the three theories are linked, and how they will be 
used in the analysis. 
3.1 State of the Art 
In the last decade health and primary care has increasingly been seen as an important 
element in development. There is a common understanding that the population’s state of 
health is significant for the opportunities of development. Because of rapid population 
growth in South Asia, population control has been a high priority and the issue of maternal 
health has become a means to address this problem. Lately the emphasis has shifted away 
from decreasing women’s fertility towards women’s rights (Hartmann, 1995). With the 
MDG5 maternal health has been put on the international development agenda.  
 
There is a general understanding that most causes of maternal mortality are avoidable. This 
has led to a wide range of studies examining what should be changed in order to improve 
the situation of maternal health in Bangladesh. G. Sen et al. (2004, 2009) has concentrated 
on poverty and gender as she focuses on the impacts of socioeconomic factors. Many 
researchers agree that it is not enough to look at maternal health from a biomedical angle 
as social factors such as policies, education, gender and poverty play a significant role 
(Rahman et al., 2007; Mahmud, 2004; Chakraborty et al., 2003; Gupta, 1995). The status of 
maternal health is to a large extent dependent on the decisions taken both at the political 
level and within individual households. For instance Mahmud (2004) points to the 
difficulties in reducing inequalities in health without transforming the quality of the health 
services. 
 
Another dominating focus in the research has been on the governmental agents in 
Bangladesh. Robinson (2007) has compared the history of governmental interventions 
regarding maternal health in Bangladesh with Pakistan and shown how culture determines 
whether an intervention gains success. Jahan (2003) has undertaken a similar study but 
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with a focus on how advocates of gender equity have influenced the process, and points to a 
struggle between civil society and government.  
 
Other researchers have looked into the influence of NGOs. Mukhopadhyay (2003) has 
researched how NGOs work to improve maternal health in Bangladesh, for instance 
Naripokkho which works to influence both the politics and the health system. Gill & Ahmed 
(2004) and Pinto (2008) have looked at the health facilities and the importance of 
appropriate health services. Gill & Ahmed, 2004 focus on EmOC in Bangladesh, while Pinto 
(2008) focuses on midwives or TBAs in India.  
 
A different angle on the field has been the service providers’ role and the users’ situation. 
Chowdhury et al. (2000) have especially studied what kind of complications lead 
Bangladeshi women to utilise health services, and found that symptoms are not always 
recognised. Blum et al. (2007), Afsana & Rashid, (2003) and Moran (2006) have looked into 
how Bangladeshi women utilise the health system and how decisions are taken when 
assessing whether to use health services or not. These studies have discovered a 
contradiction between Bangladeshi women’s wishes to give birth at home and the fact that 
most birth attendants prefer to work in the more secure space of health clinics (Blum et al., 
2006; Afsana & Rashid, 2003). In relation to this aspect Chowdhury et al. (2006) has looked 
especially at the consequences when the Bangladeshi health services shifted from being 
home-based to facility-based in relation to the decision-making on use of the health 
services. This research has revealed a range of barriers for the women to get adequate 
maternal care. 
 
A study by Mistry et al. (2009) in India has examined the behaviour of women regarding 
maternal health and concludes that it is necessary to examine both the point-of-view of the 
individual agent and the structure surrounding her such as the social, cultural, political 
and psychical environment. Inspired by this study and in accordance with the above we 
acknowledge that a lot of factors are at play when looking at maternal health. There have 
been studies which point to the importance of the NGOs’ work and there have been those 
which examine the women’s situation. We are interested in linking these two angles, as in 
Mistry’s research, and examine how an NGO development project can improve the state of 
maternal health in Bangladesh by trying to change the women’s surroundings including for 
instance the health system. Inspired by Ensor & Cooper (2004) we have therefore chosen to 
focus on both the barriers on the demand-side and the supply-side, as they all offer a part 
of the explanation for the women’s choice of action. 
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As shown above there has been a number of studies concerning women’s utilisation of 
public health services regarding maternal health. We contribute new material by looking at 
the specific case study of the implementation of WHRAP in Bangladesh, where we examine 
how the project’s strategy can contribute to changing the situation of marginalised women. 
By applying Giddens’ theory to our analysis we will apply a new approach to the field and 
bring out other relations and explanations for the women’s choice of action. We hope this 
can lead to an adjusted view on the field and hopefully improve future interventions. 
3.2 Choice of Theory 
We have chosen to use the theories of Labonté & Laverack, A. Sen, and Giddens to give an 
analytic perspective on our analysis. The theories overlap even though they come from 
different fields. We use the three theories to examine different aspects. We use Labonté & 
Laverack and A. Sen to provide a definition of health and development respectively. Hence 
we understand health more broadly than the biomedical understanding. We find that this 
understanding helps us to view the woman as an agent who is not just a user of the health 
system but also a mother of a family and part of the population in a developing country. We 
understand development as something more than just economic security. For us 
development is about opportunities for the agent to seek her or his own goals. 
 
We use Labonté & Laverack to describe the role of the health promoters and how they work 
to improve the situation for marginalised groups. This will be used to analyse the methods 
and activities in WHRAP. A. Sen focuses on the importance of capabilities and relates it to 
the special context of a developing country. Furthermore, A. Sen also provides an 
understanding of the structural phenomena that characterises a developing country. We will 
use Giddens’ term time-space to understand how Bangladesh’s health system and WHRAP 
as a development project are impacted by the global development agenda and foreign 
donors. Giddens’ analytical tools concerning structuration will be used to analyse the 
women’s decision-making. We will look at the influencing agents, structures, social systems 
and structural phenomena influencing the women’s daily lives. Giddens will also be used to 
describe how change can be created by influencing the structuration in order to examine 
whether WHRAP changes the women’s choice of action. We compare these theoretical 
descriptions with the empirical data in order to find the part of the structure that influences 
the marginalised women in Patharghata most. The chosen theoreticians will be presented in 
the following sections. 
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3.3 Labonté & Laverack - Health Promotion 
Health is a broad field which can be approached from several angles differing in what they 
consider to influence and explain the agent’s health status and thereby how health itself is 
defined. In Western countries it has especially been the biomedical perspective which has 
dominated the theoretical field of health. In a biomedical perspective the agent is in focus 
only in relation to illness. WHO’s international conference in 1986 led the way to a new 
understanding of health. The conference resulted in the Ottawa Charter for Health 
Promotion which introduced a broad health understanding moving beyond the biomedical 
perspective (WHO, 1986). Aaron Antonovsky (2006) was among the first to work with health 
promotion, which is characterised by a definition of health that is not just seen as the 
absence of sickness. Instead health promotion distinguishes between being healthy and 
being well. Being sick is defined as the opposite of being well, while being healthy is defined 
as the opposite of being unhealthy. This results in a positive approach where health is 
something that can be strengthened and increased, whereas the biomedical perspective has 
a negative approach as it always tries to eliminate disease.  
Introduction to Labonté & Laverack 
Labonté & Laverack have specialised in health promotion and globalisation and provide the 
analysis with a broad definition of health. Their theory emphasises the link between the 
agent and many different spheres such as the health system and the family and thereby 
relates development in the social structure to the agent’s health. Labonté & Laverack have 
defined health in four points: 
1. “Perception and meaning (health is as much what is experienced as what can be 
measured)  
2. Social relations (health is embedded in human networks and interactions) 
3. Capacities/capabilities (health is a product of many intrinsic and extrinsic resources) 
4. Physical functioning (health is embodied and not simply imagined)” (Labonté & 
Laverack, 2008:8). 
As shown in the quote health promotion provides an understanding which focuses on a 
broad interpretation of causal relations. This broader understanding makes is possible for 
us to move beyond a narrow focus on maternal mortality rate and health facilities in order 
to look at the household and the individual agent’s perception and decision-making. 
Methods and Strategies 
Labonté & Laverack (2008:30) mention advocacy as a method to empower marginalised 
groups by changing the structure which creates the unequal relations. A health promoter 
can assist marginalised agents by sharing inside knowledge about government policies, 
research and professional networks. But Labonté & Laverack (ibid.) point out that it is not 
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enough just to provide the target group with information. Capability is just as important as 
there can appear gaps between the agent’s knowledge and her or his actions. Labonté & 
Laverack (ibid.) therefore see it as important to let the involved agents explain the rationale 
behind their decision-making in order to avoid overlooking barriers. Furthermore they 
believe that people have the right to participate in decisions that affect them. 
 
Labonté & Laverack mention two strategies for health promoting interventions. There can 
either be intervention within the group of marginalised agents to enable them to work inside 
the existing structure to change their situation. Or there can be intervention outside the 
group to change the structure surrounding them, allowing them to work inside the changed 
structure and thus improve their situation. Labonté & Laverack (ibid.:75) point out that it is 
important to be aware that the gaps between the agent’s knowledge and action can be 
enlarged if the health promoting interventions are based on a top-down approach using 
didactic styles of communication, the communicators lack the knowledge and skills to use 
the appropriate methods and materials, adequate research is lacking, the audience is poorly 
segmented, and if the demand generated by the intervention cannot be met by a matched 
supply.  
 
Labonté & Laverack (ibid.:9ff) mention a range of roles of the health provider. We will only 
describe two which match the role of WHRAP: the advocate and the educator. Labonté & 
Laverack state that the role of the advocate is to develop and advocate statements on policy 
options that influence health determinants. In relation to the role of the educator Labonté & 
Laverack (ibid.:12) state that education about social determinants of health should target 
the agents who dominate for instance the health system as they are in a position to change 
or improve the quality and availability of the health services. Labonté & Laverack (ibid.:15) 
point out that when working with politicians it is important to lobby consistently on a non-
partisan and all-party basis as a change of government can ruin all the work accomplished 
earlier. They state that it requires extensive knowledge of political system and the rules and 
resources which are brought into play. 
3.4 A. Sen - Development as Freedom 
Development is a very broad area and there exists a wide range of theories focusing on 
many different aspects of development. These theories differ in what they recognise as the 
end goal of development and what is seen as the problems and barriers for development. 
Roughly, development theories can be divided into Marxist and liberal theories. Marxist 
development theories build on what they see as an unequal political and economic 
relationship between developed and developing countries. The main theorists within Marxist 
development theory are André Gunder Frank, Samir Amin and Arghiri Emmanuel. 
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Liberalistic development theories see economic growth as the primary condition for 
development. Adam Smith is considered as the father of liberalism. Examples of current 
liberal theorists are Francis Fukuyama, Joseph Stiglitz and Amartya Sen. 
Introduction to A. Sen 
A. Sen is an economist and takes his point of departure from Smith’s theory. Smith is 
especially known for his thoughts about the free market, but A. Sen points out that Smith 
never aimed the market to stand alone. Smith was aware of issues such as poverty and 
illiteracy which are not always solved automatically by the market. 
 
A. Sen stands out from most liberalistic development theorists by rejecting economic growth 
as the final goal. Instead A. Sen has developed an alternative economic development theory 
that defines development as “[...] the removal of shortfalls of substantive freedoms from what 
they can potentially achieve” (A. Sen, 1999:350). As a result he focuses on the agent’s 
capabilities. Thereby A. Sen offers a development theory in which the marginalised women’s 
capabilities are central. 
Development as Freedom 
A. Sen’s perspective on development is based on freedom as the central element. He sees 
development as a process of expanding the individual’s freedom rather than increasing 
economic and material gains (A. Sen, 1999). A. Sen defines development of the individual as 
being when the agent “[...] has the ability to do (or be) certain things that she has reason to 
value” (A. Sen, 1997:1959). A. Sen (ibid.) points out the importance of public policies that 
focus on social opportunities. A. Sen’s broad definition of development means that he 
includes many aspects in his theory. This definition of development does not mean that 
economic growth is not important for development, but rather that economic growth cannot 
stand alone. He describes it as following:  “While economic prosperity helps people to lead 
freer and more fulfilling lives, so do more education, health care, medical attention, and other 
factors that casually influence the effective freedoms that people actually enjoy” (A. Sen, 
1997:1960). (A. Sen, 1999). This leads A. Sen to measure this freedom with two indicators - 
a long life, and a well life (ibid.:6).  
Capabilities 
A. Sen’s theory is agent-oriented. Increasing the agent’s capabilities is the pivot of the 
theory. He defines poverty as deprivation of elementary capabilities, such as “[...] premature 
mortality, significant undernourishment [...], persistent morbidity, widespread illiteracy and 
other failures” (A. Sen, 1999:20). Hence health is seen as a capability which can help 
improve other elements of the agent’s life. However he points out that to ensure good health 
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it is important to go beyond the discussion on health care facilities and look at economic 
and social arrangements, for instance education (A. Sen, 2004: 38f).  
 
As mentioned above, poverty is seen as a structural phenomenon. Another structural 
phenomenon is gender. A. Sen states that “[...] gender inequality is not one homogeneous 
phenomenon, but a collection of disparate and interlinked problems” (A. Sen, 2001). A. Sen 
(2001) mentions different kinds of disparities such as mortality inequality, ownership 
inequality and household inequality. A. Sen (ibid.) points out that the neglect of women is 
due to lack of empowerment of women. Thus A. Sen points to expansion of women’s 
capabilities as part of the solution. He states that “[t]he expansion of women’s capabilities 
not only enhances women’s own freedom and well-being, but also has many other effects on 
the lives of all” (A. Sen, 2001). To give an example, A. Sen (ibid.) further states that research 
shows that empowerment of women tends to reduce mortality, cut down the fertility rate 
and increase social concern and care. 
 
When addressing development A. Sen (1999: 18) focuses on the individual’s capabilities, 
since they determine to what extent the agent can contribute to change her or his own life. 
Sen defines human capabilities as “[...] the ability of human beings to lead lives they have 
reason to value and to enhance the substantive choices they have” (A. Sen, 1997:1959). He 
sees the capability as the substantive freedom (A. Sen, 1999:294). Hence A. Sen (ibid.:90) 
breaks with the idea that freedom as capabilities are just the means of development. Instead 
he points out that capabilities are also the ends. 
3.5 Giddens – Theory of Structuration 
The two previous theoreticians are very specific to the field which is the focus of this report. 
Giddens on the other hand offers a broader theory which can be applied to different fields. 
This also means he is explicit only about circumstances in general and does not describe 
specific cases. In social studies concerning health as a development issue Giddens has 
earlier been used to explain the field. Giddens’ definition of agency has been used in a 
British study by McMunn et al. (2006) to show how a patriarchal structuration can 
influence women’s capabilities concerning reporting about their own sickness. Giddens’ 
theory of structuration has also been used in the study by Geneau et al. (2008) who looked 
at how organisational and environmental factors influence general practitioners’ medical 
decision-making. Giddens was used to see how structural phenomena influence the agents’ 
choice of action. Giddens has been applied to issues concerning developing countries for 
instance in Mistry et al.’s (2009) study on women’s autonomy in relation to their use of 
pregnancy care in rural India. Here the theory of structuration was used to look at the 
agents’ behaviour in relation to their surrounding environment, whether social, cultural, 
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political or physical (ibid.). In accordance with the references above we find Giddens’ theory 
of structuration very functional and applicable to the case study as we see women’s choice 
of action in utilisation of public health services are central for WHRAP’s implementation. 
Introduction to Giddens 
It has been debated whether Giddens is a theoretician or not because he stands accused of 
reapplying existing theories rather than proposing a new theory. Because this report is 
interdisciplinary we see Giddens as appropriate for our analysis exactly because he 
reapplies and combines a broad range of theories. By re-interpreting existing theories he 
inspires us to put our own disciplines - health and development - together when 
investigating the field. At the same time Giddens offers concrete concepts and terms to 
examine how changes are created. We use Lars Bo Kaspersen’s interpretation of Giddens to 
get a better understanding of the theory (Kaspersen in Christiansen, 2007; Kaspersen, 
2004). Based on Kaspersen’s recommendation of Giddens’ book ‘The Constitution of Society’ 
as the best description of the theory of structuration (Kaspersen, 2004:81), we will use this 
book as the basis for this section. 
Time-space 
Giddens (1984) distinguishes between the modern and the traditional society. He points out 
that the development of the modern society is in particular seen in Western countries. 
However in accordance with Kaspersen, Giddens also states that the inherent dynamics in 
modernity have a global nature that causes the whole world to change. This means that all 
countries are affected by modernity through globalisation, even countries like Bangladesh 
where the society in some ways has remained traditional. (Kaspersen in Christiansen, 
2007:173). 
 
The term time-space characterises the context in which the agent moves and the concepts of 
time and space are to be understood broadly. As Giddens writes: “The term ’place’ cannot be 
used in social theory simply to designate ’point in space’, any more than we can speak of 
points in time as a succession of ’nows’ (Giddens, 1984:118). Giddens defines space as more 
than the physically place where the agent is. It is also linked to the historicity of the 
situation of the agent. Due to technology the agent can be at home and at the same time ‘be’ 
at the other side of the earth through the media such as mobile phone, television, Internet, 
etcetera to get the news. This means that the agent can know about other agents’ situations 
in completely different surroundings than her or his own. 
Duality between Agent and Structure 
In social science it has been discussed whether the agent or the structure determines the 
other. Giddens (1984) moved beyond this discussion by stating that the two concepts form a 
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duality and not a dualism. By seeing agent and structure as a duality, change is made as a 
part of the everlasting process in which the two concepts interact. On the one hand the 
structure influences the agent by setting the conditions for her or his actions. On the other 
hand the agent influences the structure through her or his actions which produce or 
reproduce the conditions for future actions. An important notice to the duality is that the 
influence of the agent or the structure can be both constraining and enabling and as such 
the connection is not explicitly negative or positive. Giddens (ibid.:308ff) states that 
constraints do not push the agent to do something that they are not already pulled by. Thus 
constraints operate through the agent and are not a force influencing a passive agent. A 
constraint is therefore an action with unwanted consequences which pushes the agent away 
from this choice of action. At the same time the agent is pulled by the opportunity to act in 
another way which does lead to more desired consequences. Giddens (ibid.) describes the 
interaction between agent and structure by splitting the term structure in three: 
structuration, structure, and social systems. The agent is related to each of these by their 
actions. 
Structuration 
Giddens (1984:15ff) uses the term structuration to describe the process where the 
structures and the social systems are produced and reproduced. It hereby becomes 
important to investigate which conditions influence whether a structure is continued or 
changed, and whether the social system is reproduced. For instance, a resource such as 
education is a medium to exercise power. According to Giddens resources are defined as 
“[…] structured properties of social systems, drawn upon and reproduced by knowledgeable 
agents in the course of interaction.” (Gidden, 1984:15). This means that resources are not 
necessarily fixed but change according to the social system where they are reproduced by 
agents. 
Structure 
Giddens defines structure as rules and resources. When the agent acts she or he draws on 
rules and resources and often reproduces actions and structures. Kaspersen (in 
Christiansen, 2007:169) explains Giddens’ understanding of reproduction of actions as 
following: An action consists of drawing on rules and resources, and at the moment the 
agent acts, the rules and resources are reproduced. This happens unconsciously. If the 
reproduction is to be stopped the agent must be made conscious of her or his actions. This 
can be done through self-reflection or if other agents ask into these actions. (ibid.:170). 
Giddens (1984:258) distinguishes between two forms of resources which constitute 
structures of domination: allocative and authoritative resources. Allocative resources are 
material resources, such as money, property, livestock, etcetera, while authoritative 
resources have to do with power over other agents.  
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Social system 
The term social system concerns the relation between agent and collectivities, as the agent 
is always positioned relationally. Giddens (1984:50) describes the agent as seeking security 
that a social collective network can offer by connecting the agent to other agents. The degree 
of security depends on the agent’s social position in the network. A social position implies a 
certain kind of identity and some special normative sanctions that are valid in the network. 
The agent is hereby bound to certain rights and duties which are associated with their 
identity, for instance an agent’s sex is very often a category in social identity. (ibid.:83ff). A 
frame is hereby created around the agent and the contained rules help the agent to regulate 
her or his actions according to the expectations of the other agents. This also helps the 
other agents to make sense of the individual agent’s actions. (ibid.:87). As such a social 
system can be said to consist of an agreement between the agent and the collectivities. The 
agent follows the collectivities’ rules and expectations in return for the security by being 
connected to the collectivities. A break with the agreement by either party, that is the agent 
breaking down the collectivity itself or the collectivity excluding the agent, can lead to 
insecurity. In our analysis we found that the health system and the family were the most 
influential social systems.  
Agency 
Giddens (1984:14ff) sees agency as the capability of the agent to act, and not the agent’s 
intention to act. Thus agency forms the ground for action and a change of action depends 
on the agent being capable of making a difference regarding the pre-existing course of 
events or state of affairs. This way power becomes a central concept in order to secure the 
agent a transformative capacity. Giddens (ibid.:257) stresses that power should not be seen 
as constraining but as enabling. It is the lack of power which is constraining. Thus power in 
Giddens’ definition is a positive term which is seen as a resource for the agent. He also 
states that: “[…] all forms of dependence offer some resources whereby those who are 
subordinate can influence the activities of their superiors” (Giddens, 1984: 16). Hence an 
agent with only limited power has influence as long as the agents, she or he is trying to 
influence depend on her or him in one way or another.  
 
The agent’s choice of action is on the one hand influenced by the agent’s capability and on 
the other by the agent’s knowledgeability. Knowledgeability is the possessing of knowledge 
and achieved through reflection and rationalisation of the possible actions. The agent’s 
‘reflexive monitoring of action’ is characterised by a practical consciousness, which is an 
awareness of social rules. This helps the agent regulate her or his actions according to the 
rules and tactics of daily life. (ibid.:5). Giddens attaches importance to practical 
consciousness, which he connects with how the agent creates a routine in her or his daily 
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life. Routines are often based on traditions, customs or habits and are therefore often used 
as guidelines when the agent takes decisions (ibid.:86) The agent’s ‘rationalisation of action’ 
is referring to the agent’s theoretical understanding of the reasons for her or his actions 
(ibid.:5). Rationalisation is characterised by the agents can explain why she/he act as 
she/he do. This leads to a kind of predictability in the agent’s actions as he or she is 
expected to be rational and make sense for the other agents. (ibid.:87). Giddens points out 
that an agent never knows the full consequences of its actions. Therefore it cannot be 
expected that the agent has a rational reason for unintended consequences. This also 
means that no agent possesses full control over a situation. 
3.6 Application of the Theories 
The three theories focus on different aspects related to our case study. Together they can 
help us understand the relation between women’s decision-making regarding maternal 
health and the health system, and how WHRAP can contribute to improvements. 
 
The theories give us an understanding of how health development strategies empower 
marginalised groups in order for them to achieve freedom to choose the life they have reason 
to value. Advocacy is one way to ensure empowerment as it can expand the agent’s 
capabilities to improve her or his situation. In order to change the women’s choice of actions 
regarding their utilisation of the health facilities it does not make sense to look at the agent 
and the structure separately since these two elements are connected in a process of 
constant structuration. It is in this process that the marginalised women make their 
decisions and therefore here the decisions can be changed. In the analysis we therefore look 
at the marginalised women as the decision-making agents, and at the structure which 
surrounds them as influential but not determining. 
 
We will use the term capabilities to describe the opportunities for the agent regarding 
decision-making. The agent’s capabilities depend on the situation which is formed by the 
process of structuration. The capabilities encompass for instance the agent’s education and 
health status. In our case study this can help us examine the reason lying behind the 
marginalised women’s choices in their utilisation of health services. The agent’s capabilities 
are influenced by the process between agent and structure and there is a range of factors 
which especially influence the agent’s capabilities regarding health. The agent is influenced 
by social systems and structural phenomena. In our analysis we have chosen to focus on 
the social systems of the health system and the family as we found this to be the most 
influential. We have also chosen to focus on structural phenomena which can influence how 
the women utilise the health facilities. 
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4 Introduction to the Case in Patharghata 
In this chapter we will introduce the context of the implementation of WHRAP in 
Patharghata   upazila. We start by looking at the background of the project and shortly 
present the two implementing organisations: Naripokkho and Sangkalpa Trust. Hereafter we 
outline the history and present situation in Bangladesh, as it impacts the implementation of 
the project. Then we provide a description of the governance system with special emphasis 
on the public health system in Patharghata. Finally we provide an introduction to WHRAP’s 
target group in Pathargata. We give a description of the women’s status and their daily life. 
The aim of this chapter is to provide an understanding of the context in which WHRAP is 
implemented. 
4.1 Presentation of Women’s Health and Rights Partnership 
4.1.1 Project Design 
Naripokkho’s part of WHRAP is not a new project. Instead it is an example of how the same 
project has continued through different donors. In 1992 Naripokkho made a study in 
cooperation with the official Swedish donor Sida. The study identified a range of barriers for 
women’s utilisation of public health services. The conclusion was that the main barrier was 
lack of accountability and quality. (Naripokkho, 1992). Naripokkho began to cooperate with 
Sangkalpa Trust in 1994. In the period 1995-1998 Naripokkho ran an ICPD Follow Up 
project. In 2001-2003 Naripokkho cooperated with Royal Tropical Institute from the 
Netherlands on a project based on the ICPD Follow Up project. The project aimed at 
improving health services for women by reactivating the government’s own accountability 
mechanism. In this project Naripokkho also cooperated with Sangkalpa Trust. (Gupta, 
2003). 
 
In 2003 the promoters of WHRAP asked Naripokkho to continue their project under the 
framework of WHRAP (Interview with Naripokkho staff). Today Naripokkho’s work still has 
the same aim and uses the same method and activities. The staff from Naripokkho actually 
told us they had made WHRAP change their objective to include accountability in order to 
gain more results in the projects8 (ibid.). This means that WHRAP Bangladesh is based on 
                                                 
8 We asked for documents documenting this fact, but unfortunately they were only available in Bangla.  
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an almost twenty year old study of women’s utilisation of health facilities followed by a 
survey among facility-users in the period 2001-2003, and regular monitoring of the health 
facility. Looking at the different studies and projects, there seems to be a remarkable lack of 
contact with non-users.  
 
The outcome of WHRAP is therefore dependent on the previous work and the present 
project. For instance Narippokko said that in the beginning they had to justify why they 
should monitor the health facilities. Now most of the decision-makers know the organisation 
and accept it as a legitimate agent in the arena. Naripokkho further stated that a part of the 
results would disappear if they were not filling the role as watchdog, for instance by 
monitoring the health facilities and committees (ibid.). This means that the organisation 
needs to continue to fight in order to maintain the positive results. 
 
WHRAP has chosen to focus on what they had found as the root causes of poor maternal 
health among marginalised women. The development objective of the project is: 
“Institutionalised accountability at all levels of duty bearers especially towards marginalized 
women leading to better policies, programmes and services and therefore to better maternal 
health and reproductive health outcomes [...]” [sic] (ARROW, 2005:1). This means that in 
WHRAP advocacy is used to improve the service quality by creating accountability. Because 
of this focus, WHRAP’s strategy targets the duty-bearers who can ensure accountability in 
the public health system. 
 
The project’s immediate objectives concerns women’s rights and are described as: “By 2010, 
marginalized women in project areas are able to exercise their rights, obtain access and exert 
control over decision-making affecting sexual and reproductive health and rights 
programmes/policies/services” (ARROW, 2005:1). This should lead to the project’s long term 
aim of improving the state of maternal health. To reduce the maternal mortality rate WHRAP 
aims at getting all women to deliver at health facilities (Interview with Naripokkho staff). 
4.1.2 Naripokkho 
Naripokkho means ‘pro women’ (Huq, 2005:179). WHRAP’s Project Coordinator Shireen Huq 
defines the organisation as: “[...] a women’s organisation that seeks to carve out an 
autonomous space for feminist politics in Bangladesh that is neither driven by the women and 
development agenda nor subsumed with a male-dominated party politics” (Huq, 2005:164f). 
Naripokkho works with women’s rights and experience a problem with discrimination 
against women in Bangladesh (ibid.:166). Naripokkho’s activism is driven by a wish of 
creating gender equity in Bangladesh and their activities include advocacy campaigns, 
research, discussions, cultural events and lobbying. (ibid.). The organisation was founded in 
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1983 and therefore has more than 25 years experience of working with women’s rights and 
advocacy. 
 
Naripokkho has developed a strategy for maternal health in Bangladesh. Their strategy 
differs from the overall WHRAP strategic framework for the region. One difference is that the 
target group of the overall WHRAP strategy is marginalised women, whereas Naripokkho 
focuses on the parliamentarians, politicians and decision-makers at different levels as the 
primary target group. The marginalised women are seen as the secondary target group, 
which will be reached through the primary target group. Hence Naripokkho only focuses on 
the one level in advocacy that addresses the duty-bearers. Naripokkho describes the 
strategy as following: 
1. “Awareness raising on women’s health issues, needs and rights. 
2. Strengthening accountability mechanisms (UHAC: Activating and building 
capacity of UHAC to monitor local health service delivery and intervene 
to bring about improvement. 
3. Building capacity of clients and communities, i.e. local women’s groups and 
women patients, to hold the health service providers accountable. 
4. Monitoring of local health services by the CBO/local NGO partners. 
5. Fact-finding investigations and research. 
6. Networking. 
7. Lobbying for improvements in delivery of health care. 
8. Liaison with the Ministry of Health and Family Welfare, the Department of 
Health Services and the Department of Family Planning” [sic]9. (Naripokkho, 
2006A:2) 
To sum up, Naripokkho’s advocacy strategy is to collect and disseminate information and 
statistics and to put pressure on their primary target group in order to create accountability 
at all levels of the public health system. 
 
The organisation has no branches, only the headquarters in Dhaka. In the implementation 
of WHRAP the organisation cooperates with 17 independent local CBOs which monitor the 
project at local level. (Interview with Naripokkho staff). Specifically they have activities 
concerning: 144 Family Welfare Centre (FWC), 12 UHCs, four District Hospitals, three 
MCWC and one Medical College Hospital. (ibid.). 
                                                 
9The emphasis is ours.  
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4.1.3 Sangkalpa Trust 
Sangkalpa Trust works in five districts (Interview with Director of Sangkalpa Trust), but we 
will only focus on the branch working in Patharghata. The organisation works with poverty 
reduction in general, for instance strengthening health and primary care, providing clean 
water and sanitation, microfinance, disaster management and education. (ibid.). Sangkalpa 
Trust’s main activities regarding the implementation of WHRAP are to monitor 1) the 
governmental health facilities, and 2) the advisory committees. There are two employees who 
are responsible for the monitoring of WHRAP. According to the Director of Sangkalpa Trust 
the organisation does not see WHRAP as a single project, but more as a frame or an overall 
goal for all the organisation’s work. (ibid.). 
4.2 Presentation of the Situation in Bangladesh  
4.2.1 Political History 
In 1947 the region of present-day Bangladesh became the eastern wing of Pakistan. Placed 
more than 1,000 kilometres from the centre of power in the western wing of Pakistan, 
Bangladesh was both politically and economically neglected. In 1971 riots broke out and a 
war between the eastern and western wing of Pakistan started in the area of Bangladesh. 
(Bangla2000, 18.12.09). It was a bloody war which left the country devastated. On 16th 
December 1971 Bangladesh seceded from Pakistan and gained independence. Harboe 
(1998:9) points out that development experts agree that the war caused Bangladesh to start 
its independence from the worst imaginable point of departure. He explains that about half 
a million men were killed and the country suffered widespread destruction: houses and 
schools were reduced to ruins, roads and bridges had been blown up, the modest power 
supply had been halved, sunken ferries blocked the most important ports and industry 
stood still. The farmers had lost livestock, seed corn, and agricultural implements. (ibid.:27).  
 
In 1972 Bangladesh adopted a new constitution that turned the country into a 
parliamentary democracy. But the government party had no experience with administration 
and the political system was imbued with corruption, and soon dissatisfaction with the 
regime arose, resulting in civil unrest (ibid.:28ff). This started a long period with an unstable 
political situation, characterised by military coups and political fights between the two 
major political parties: Awami League and the Bangladesh Nationalist Party. The country’s 
unstable political situation has persisted until the present, with the exception of short 
periods of stability. The first democratic election for government was held in 1991 (Danish 
United Nation Association, 01.02.10). 
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At present Bangladesh has been politically stable since the election in December 2008. The 
election reinstated democracy after the military had declared a state of emergency in the 
beginning of January 2007.  However, in the light of the political history, neither the general 
population nor the politicians see it as a guarantee for future political stability. (Danish 
Ministry of Foreign affairs, 29.01.10). The political instability has consequences for the 
development of the country. For instance during the suspension of the Parliament in 2007, 
all cooperation with politicians or governmental agents were put on standby. For WHRAP it 
meant the advisory committees could not meet, which put some of the implementation of 
WHRAP on hold (ARROW, 2008:15). 
4.2.2 Health Policies and Implementation 
ICPD has had a significant impact on the public health system in Bangladesh. As a 
signatory to the ICPD, Bangladesh is committed to implementing a pro-poor reproductive 
health approach. This resulted in the formulation of the Health and Population Sector 
Programme (HPSP) in 1997, which included integration of health and family welfare. HPSP 
aimed at providing essential health services to vulnerable groups, namely women and the 
poor. (Mahmud, 2004:4081; ARROW, 2009:6, 28). Jahan (2003:187) demonstrates the 
impact of ICPD by pointing out that the Essential Service Package provided by HPSP uses 
ICPD’s definition in elaborating reproductive health. This includes safe motherhood and 
maternal nutrition, family planning methods, adolescent care and neonatal care. 
Additionally the importance of making the services gender-sensitive was also highlighted. 
However Jahan (ibid.) points out that implementation problems soon occurred. Less than 
half of the allocated funds were spent in the last year of the programme’s first phase. 
Besides delays in the implementation, this resulted in negative donor perceptions of the 
government’s commitment to a pro-poor health strategy. According to Mahmud (2004:4081) 
this led to an ongoing tug-of-war between foreign donors and the Bangladeshi government. 
As a result this has created uncertainty about future health sector spending, which has 
remained a constant problem due to the threat of withdrawal of donor funding. As the 
Bangladeshi social sector including the health sector is highly dependent on foreign aid, a 
withdrawal of donor funding would have fatal consequences for the development of the 
sector.  
 
Mahmud (ibid.:4081) states that the paradigm shift after ICPD has meant that the purpose 
of the health programmes and the structure of the health sector have become more pro-
poor, and focus on the individual’s state of health. Jahan (2003:189) points out that it is 
important to be aware that despite the good intentions behind HPSP, the improvement in 
the health indicators has been limited. There is a big gap between the design of HPSP and 
the implementation. Most of the significant changes remain theoretical. According to Jahan 
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(ibid.:188) this was in particular caused by the fact that the institutional capacity to carry 
out the reforms was weak. This especially affected the issues of maternal health and gender 
equity; “Gender equity and maternal health strategies received government approval only in 
2001 and are yet [in 2003] to be translated into operation plans”10. (Jahan, 2003:189). 
According to Rahman et al. (2007) the strategy on maternal health is still lagging behind. 
Jahan (2003:189) mentions that the gap between the aim and the actual implementation of 
HPSP has led to major criticism of the programme. However an evaluation of the HPSP in 
2002 showed a significant decline in the maternal mortality rate, and a doubling in the 
percentage of women receiving antenatal care. Whether the HPSP may be seen as a failure 
or as a success has therefore been a continuous discussion between the opponents and the 
protagonists.  
 
The implementation of the MDGs is evident in Bangladesh’s national policies and poverty 
reduction strategies. Bangladesh’s commitment to the MDGs is in particular evident in the 
national development strategy ‘Vision 2021’. The Vision was formulated by the preceding 
government in 2006. It consists of eight goals concerning health, poverty, democracy, good 
governance, education, economy, environment and equality. (Centre for Policy Dialogue, 
2007). The Vision is based on the eight MDGs and many of the goals are identical. But the 
Vision has also been adjusted to the specific problems Bangladesh faces today. Goal 4, ‘To 
have a nation of healthy citizens’, concerns different health issues, among these maternal 
health. The objectives are pro-poor and focus on establishing a public health care system 
that targets the poor. (ibid.:21). As indicated in the name the Vision is aimed to be reached 
at 2021. The target year was chosen for two reasons. Firstly, it seems more realistic than 
the deadline of 2015. Secondly, year 2021 is the 50-year anniversary of Bangladesh’s 
independence. (ibid.). The vision’s similarity with the MDGs also makes it easier for the 
government to attract funding from donors, as the goals are in agreement with the donors’ 
agenda (Mahmud, 2004:4081). 
 
The MDGs consist of quantitative objectives and indicators. How to reach the objectives is 
up to each country or donor. That the objectives are quantitative makes them easy to 
evaluate, but on the other hand it can be difficult to see what is behind the statistics. For 
example low maternal mortality rate does not say anything about the rights or freedom of 
women. Bangladesh is a clear example of how lower fertility is not necessarily rights-based 
nor does it improve maternal health. The MDGs per se are therefore not pro-poor or rights-
based. The poor are explicitly mentioned in Vision 2021 as the primary target group. In 
contrary to the MDGs the Vision features remarkably few quantitative indicators and no 
                                                 
10 It has been hard to find literature on health policies from after 2004. We see this as a result of the political 
instability from 2001 to 2008, which resulted in that only few policies were put into force. This is in agreement with 
what we were told by stakeholders and the organisations at our field work. 
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time-frame other than the end year. Most of the objectives are very general like “More 
emphasis will be put on informed choice by women and on enhancing their reproductive 
rights” and “Community level health services across the country will have to improve maternal 
health and nutrition, and offer pre-natal and post-natal care to mothers in all districts” (Centre 
for Policy Dialogue, 2007:22). Without quantitative or sufficient qualitative indicators it will 
be very difficult to assess whether the government accomplishes the Vision’s objectives. 
 
The formulation of the sector programme and Vision 2021 are examples of how Bangladesh 
has adjusted its policies to global frameworks and action plans. Even though Bangladesh is 
a signatory to both the ICPD and the MDGs, it is important to be aware of the donors’ 
impact on the implementation. According to Mahmud (2004) the donors have to a great 
extent dictated the health sector and social programmes through their demands and 
strategies, which are not always in agreement with those of the Bangladeshi government. 
But because of Bangladesh’s financial dependence the government has to meet the donors’ 
demands. 
4.2.3 Decentralisation and Administration 
Policy making takes place in the government at the national level. Geographical the country 
is divided into seven divisions. Each division is managed by a government-selected 
commissioner who only has limited practical authority. The divisions are divided into 64 
districts. Each district is divided into upazilas which consists of unions. (Statoids, 01.02.10; 
Harboe, 1998:48). The district administration is responsible for law and order, land 
administration, service delivery and programme implementation. The governance 
institutions in a district consist of a local government, a district council, municipal 
corporations in the cities, and police district committees. The administration is run by 
government officials. The upazila administration consists of an upazila parishad, or council. 
The upazila parishad is responsible for all development activities at the local level. (DPADM 
& DESA, 2004). The union is the smallest administrative unit. The unions are run by a 
Union Parishad (Harboe, 1998:48). The main role of the union parishad is to sustain public 
security for the inhabitants. Additionally it is responsible for agricultural, industrial and 
community development in the union (Bhuiyan, 1983). As described above the 
administration is to an extent decentralised. A significant part of the administration is 
placed in the districts that are responsible for enforcing a part of the legislation. In practice 
the decentralisation could be called into question as the power and resources often are 
placed at the higher levels. The World Bank (2008:42) states that Bangladesh has one of the 
most centralised governance systems, which means that the service providers owe more 
accountability to the administration above them than to clients. 
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4.2.4 Climate Impacts 
During our field work we experienced how much the climate affects the daily life of the 
inhabitants of Patharghata. Heavy rain and storms frequently made it almost impossible to 
go outside. The physical environment therefore influences the marginalised women’s daily 
life to a great extent. Bangladesh is a special case regarding the impact of the weather. The 
country is highly vulnerable to natural disasters such as tropical cyclones, storm surges 
and floods which hit the country every spring and autumn with varying strengths and 
impact (Danish Ministry of Foreign Affairs, 29.01.10). However the climatic hazards are not 
unequivocally negative. Cannon (2002:45) points to the paradox of floods; “[…] while a flood 
can produce an obvious deepening of poverty, its absence has invisible consequences that 
may be just as bad.” (Cannon, 2002:45). In other words a flood can lead to a deepening of 
poverty as it destroys fields with erosion. The poor risk losing both their own production of 
crops and their work in the landlord’s rice fields. A flooded household also means that a 
family may lose most of their property. On the other hand, without the floods the fertility of 
the fields is diminished and the production will decrease significantly. Additionally, the 
floods ensure fish breeding by creating ponds and connecting waterways. Despite the 
beneficial effect of floods, Cannon (ibid.:48) points out that they increase the women’s 
domestic burden. When the floods destroy a household and take household essentials it 
affects the woman significantly as she is dependent on economic activities linked to the 
household. 
 
Climate change has worsened the situation significantly. Cannon (ibid.) points out that 
Bangladesh is among the countries that are most affected by climate change. This is in 
agreement with a report from the Bangladeshi Ministry of Environment and Forests (2008) 
that state that the rise in sea level due to increased temperature has a significant impact on 
the country, where two-thirds of the country is less than five metres above sea level. 
Additionally, the Ministry points out that natural disasters have been more frequent in the 
last decades. 
4.3 Public Health System in Patharghata Upazila 
The health system is based on a biomedical understanding and focuses on diseases - either 
to cure them or prevent them. Maternal health is a special health issue as the pregnancy 
itself is a natural state in a woman’s life. At the same time pregnancy makes the women 
vulnerable and can induce potentially life-threatening complications. It is almost impossible 
to predict whether a woman will experience an unproblematic or a complicated pregnancy 
and delivery. Many of the signs that indicate complications arise only shortly before health 
services are needed. Therefore it is very important that delays in the process from the first 
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sign of complication to the time where the woman can get proper treatment is minimised 
(Freedman, 2003; Moran, 2006). 
 
The health providers described that the division of the health 
services follows the administrative levels described above. The 
system functions as a referral system as shown in Figure 4-1. 
Regarding the division of facilities, the FWCs and community 
clinics at the union level provide the most basic health services, 
the UHC can provide EmOC to some extent, the District 
Hospital can provide full EmOC, while the Medical College 
Hospital is the most specialised facility and has the capacity to 
handle all health issues. If the respective health institution 
cannot handle the situation the patient is referred to the next 
level. (Interview with Patharghata UHC; Interview with FWC; 
Interview with Barguna Medical College). 
 
Basic health services and treatment including selected vitamins 
and medicines are free. If the facility lacks any equipment such 
as medicine or gloves the patients have to buy it themselves. 
This is the case for all five types of health institution. All kinds 
of contraceptives except condoms are also free and are available 
at all health institutions. (ibid.). 
4.3.1 Advisory Committees 
The public health system has advisory committees attached. Gupta (2003) explains that the 
committees’ purpose is to monitor the health facilities according to management and general 
functioning. Thus the committees work as an accountability mechanism. The health 
facilities can also contact the committees in order to find solutions to specific problems. 
 
Union Health Standing Committees (UHSC) are attached the health facilities in the union, 
including FWCs and community clinics. The number of members of each UHSC differs. The 
committees meet with the clinic staff every month. (Interview with Nachanapara UHSC; 
Interview with Charduani UHSC; Interview with Arpangasi UHSC). The Upazila Health 
Advisory Committee (UHAC) is attached to the UHC. UHAC is run by the local government. 
The Patharghata UHAC consists of 21 members who are representatives from different 
areas. (Interview with Patharghata UHAC). The District Committee is attached the District 
Hospital. The committee in Barguna consists of 18 members. (Interview with Director of 
Figure 4-1 The health referral 
system in Bangladesh (Authors, 
2009) 
UNION 
Family Welfare Centre + 
Community Clinics 
? Primary health care 
UPAZILA 
Upazila Health Complex 
? EmOC (Normal deliveries 
+ some complications) 
DISTRICT 
District Hospital + 
Mother and Child Care Center 
? Emergency Obstretic Care 
DIVISION 
Medical College Hospital 
? All services 
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Sangkalpa Trust). WHRAP is represented by a staff member in the District Committee and in 
Patharghata UHAC. There is no committee attached to the Medical College Hospital. 
4.3.2 Health Facilities 
The FWC and community clinics provide basic health care such as check ups, counselling, 
and distribution of medicine and vitamins. The number and speciality of staff differ. As 
standard the FWC has a doctor, a family welfare visitor11 and a family welfare assistant12. 
During our fieldwork in Patharghata we found that some centres share staff, which mean 
that some types of health providers are only available on specific days every month. In these 
cases the availability is conveyed to the users in advance. We further experienced that a 
common problem at the clinics was lack of staff, in particular qualified doctors, compared to 
the number of posts allocated by the government. Another problem the centre often faces is 
lack of medicine. (Interview with FWC; Interview with community clinics). 
  
Patharghata UHC had five doctors (four men and one woman) to cover 20 posts. All in all 
the hospital had 25 staff members to cover 40 posts. The health complex has 21 beds but is 
expanding to 50 this spring. The maternity ward had a family planning unit and EmOC 
attached. In theory Patharghata UHC was upgraded to Comprehensive EmOC (Naripokkho, 
2006B:2), but we experienced that in practice the hospital was only able to perform normal 
deliveries without complications because of lacked of trained doctors to perform the 
operations. Caesarean births therefore had to be referred to the District Hospital to get the 
appropriate service. Two of the doctors had practical training in gynaecology but no 
theoretical training. The hospital had x-ray equipment and a radiographer, but at the time 
of our visit the x-ray was out of order and the hospital lacked a technician to repair it. As a 
result the patients could only get x-rays if they paid for them at a private hospital. The 
health complex had an ambulance that could pick up patients or refer them to other 
hospitals, but the patients had to pay for the use. (Interview with Patharghata UHC). 
 
Barguna District Hospital had ten doctors (all male) to cover 21 posts. The EmOC had five 
staff members. The hospital had a doctor trained gynaecologist and three health staff 
trained in gynaecology. They had the ability to perform both normal and caesarean births. 
There was no anaesthesiologist but a medical officer attached to the EmOC had received 
training in anaesthesia and filled the position. The hospital had new x-ray equipment but 
lacked a radiographer to operate it. The hospital was working on expanding the number of 
beds from 50 to 100, but in average the hospital had 140-150 patients at a time. When 
                                                 
11 Family welfare visitor has 18 months of training from the government. The work is connected to the clinic and 
with no home visit. 
12 Family welfare assistant has two months of training from the government with regular updates. The work is an 
outgoing function for instance home visit 
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expanding the number of beds they planned to build a maternal health unit. The hospital 
had an ambulance but it was described as old and often broken. As at UHC the patients had 
to pay for the use of the ambulance. If a caesarean became complicated or in case of heavy 
bleeding or other complications, the District Hospital could not handle the patient and 
referred them to Barisal Medical College Hospital. The trip from Barguna District Hospital to 
Barisal Medical College Hospital takes about eight hours by car. We were told that there was 
a government-owned speedboat which could be rented for the trip but it was very expensive 
(Interview with Barguna District Hospital). 
 
A MCWC was attached to the district of Barguna. The centre provided services within family 
planning, contraception, sterilisation and birth. The target group was women and children. 
Men can only use the centre for sterilisation. The staff consisted of one female doctor who 
was a trained gynaecologist and four family welfare visitors. The centre had ten beds. The 
centre had all the facilities for EmOC but due to lack of an anaesthesiologist it could only 
perform normal deliveries. The centre collaborated with the District Hospital and in case of 
complications or need of caesarean the hospital took care of the patient. The centre also 
shared the ambulance with the District Hospital. (Interview with Barguna MCWC). 
4.4 Presentation of Female Respondents 
4.4.1 Gender Relations 
The relation between the genders is influenced by the authority given to each sex. According 
to Gupta (1995:482) the agent’s autonomy rises with age in Bangladesh. This is in 
agreement with our experience. Gupta (ibid.: 481) also states that women commonly have 
less power than men. Moran (2006:16) and Kabeer & Mahmud (2004:94) likewise state that 
Bangladeshi society has a strong patriarchal structure. Gupta (1995:481) further points out 
that it results in some women spending a part of their life in double powerlessness 
subordinate to both men and to women of higher status. In cases where the woman lives 
with her husband in a joint family the parents-in-law have authority over decisions that 
involve money. According to Gupta (ibid.:483) a woman’s status only begins to rise when she 
gets her first child. Then as a grandmother, when she becomes an asexual woman, she can 
have a considerable say in domestic matters. 
 
Kabeer & Mahmud (2004) state that the norm in Bangladesh is that a woman is secluded in 
the home. According to Naripokkho (1992:11) this is because the home is seen as a safe 
place for the woman as she is protected from eyes of strange men. The restriction of purdah 
is another way to protect the woman. Purdah means ‘veiling’. Pinto (2008:151) explains that 
the aim of purdah is to prevent men from seeing the woman. In practice this means that if 
the woman leaves the house or if someone not directly related to the house comes to visit, 
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the woman must cover her body and face. How much the woman covers differs. In 
Patharghata many of the women covers everything but their eyes, and almost everyone 
covers their hair. The interviewed women told that some also believes that the woman has to 
be accompanied if leaving the home. Pinto (ibid.) points out that purdah is a traditional 
custom and is both uphold by Muslims and Hindus. However, many see it as a part of their 
religious customs. The World Bank (2008:16) found that purdah sometimes is used by the 
women to ensure protection in unsafe environments or as a strategy to be accepted even if 
they try to break some of the norms, e.g. take a higher education. The female schoolteachers 
from Patharghata Secondary School told us they had experienced that some of the female 
students are keeping purdah in order to protect themselves from harassment (Interview with 
female teachers). The women in the group interviews also explained that the keeping purdah 
keeps away the men’s eyes and spares them from insults and harassments. 
 
Gupta (1995:483) further states that the female subordination often results in a preference 
for boys. This was not what we experienced through our interviews with the women. Some of 
the women wished to have a girl as they expects the daughters to take better care of their 
mothers. This was related to the experience that girls more often than boys marry and live 
close to their natal home. This is quite surprising as Kabeer & Mahmud (2004) states that 
the tradition in Bangladesh is that the wife moves to her husband’s and his family’s 
household. The women explained that their sons often move to the larger cities to get a job 
and therefore live further away from the family than their daughters. This may be special for 
the rural areas as there are more jobs in urban areas (ibid.). 
 
At national level there is a high profile presence of women (A. Sen, 2001). At present both 
the Prime Minister and the leader of the opposition are women (UNDP, 2009:188). Women 
obtained the right to vote and stand for election in 1972. However according to ARROW 
(2008B:27) the status of Bangladeshi women is still low. According to Gupta (1995: 483) 
female subordination can lead to gender-based discrimination, leading to unintended 
negative outcomes. Research from Naripokkho (1992:11) points to norms in Bangladesh 
which are harmful for women. For instance the custom that the women eat last. This is due 
to a common understanding that women need less food. As a result women are vulnerable 
to malnutrition especially if the household is lacking in proper food. When a woman is 
pregnant it becomes an even more important issue as a poor nutritional status can make 
morbidity more severe (Chakraborty et al., 2003:26; Gupta, 1995:486). Koenig et al. (2003) 
mention that domestic violence is seen as an acceptable reaction if the woman does not fulfil 
her responsibilities. Violence is thereby used as a disciplinary tool for the man. 
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Bangladesh’s Constitution is founded on Islam, which is reflected in some of the laws. For 
instance, the inheritance act, which states that girls can inherit only half of what boys 
inherit from the parents. (Harboe, 1998:17). In Patharghata the majority is Muslim but 
there are also Hindus (Interview with Director of Sangkalpa Trust). Simeen Mahmud states 
that maternal mortality is higher in more conservative regions. She further points out that 
Patharghata is less conservative, but still not as liberal as Dhaka. (Interview with Simeen 
Mahmud). As shown above we experienced that most of the structural settings were 
influenced by norms and traditions rather than religion. 
4.4.2 Economics 
When we conducted the survey we experienced that the women mentioned poverty as the 
first barrier. To assess their economic situation we categorise them into Rahman’s (2009:3) 
three poverty categories. [see Appendix D, Table 8]. We asked each woman which of the 
three categories she found best described her household’s economic situation. 39 of 64 
women answered that their household are able to provide sufficient food for three meals and 
bare educational and medical expenses. However the women stated that it is tough work to 
manage these things, and it is only the basic educational and medical expenses they can 
cover. 18 of 64 women answered that their household are only able to provide sufficient food 
but not educational and medical expenses. Seven women answered that their household are 
unable to provide neither sufficient food nor education and medicine. Thus we can conclude 
that all the women we use as respondents are struggling with poverty and limited material 
resources. Research points out that the grouping of the poverty categories is not static. 
Unexpected expenses can change the standard of living for the whole family. In particular, 
health issues can cause a household to fall even further into poverty. (Alsan et al., 2008:30; 
Rahman, 2009:149). One of the women gave an example on how she had experienced that. 
She explained that her hand was broken but the household was not able not raise the 
money for treatment. As a result she suffers and can not fulfil her work in the household, 
which worsens the situation for the whole household. Furthermore, the woman risks being 
handicapped if the hand never heals completely. Then she will be less productive in the 
future. Lack of money for treatment can therefore be critical for the household. 
4.4.3 Employment and Income 
To get a clearer understanding of the households’ economic situation we enquired about the 
women’s work situation. Most of the interviewed women are housewives and rely on their 
husbands as the breadwinner of the family. Few of the women are income generating [see 
Appendix D, Table 9]. It is difficult to get the exact number, as we experienced that the 
women generating income from home, for instance by sewing or by keeping of animals, 
categorised themselves as housewives. Later in the interview they mentioned the income 
generating activities. We can therefore not be sure that we have counted them all. The 
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women generating income from outside the household work as day-labours in construction, 
road-building and manufacturing. Kabeer & Mahmud (2004) note that the garment industry 
is the source for the largest expansion of income-generating work for Bangladeshi women. 
However the women in the rural area of Patharghata do not have access to work in the 
garment industry. Most of the interviewed women’s husbands work as farmers (on others’ 
land), fishermen, rickshaw-pullers or motorcycle-drivers. Additionally there are a few shop 
owners and a teacher. (Group interviews). This is in agreement with UNICEF Bangladesh 
(11.03.10) that found that the people in rural areas rely mainly on agriculture and fishing. 
Thus most of the households are based on work with unstable income. Kabeer & Mahmud 
(2004) found that women who are not self-employed or employed in the garment industry 
are the ones with the lowest income. According to our experience in Bangladesh we believe 
that this is also the case for men. 
 
Figure 4-2 shows the relation between the women’s work situation and the household’s 
economic situation among the interviewed women. We find it interesting that it is in the 
poorest households that there is the largest share of women who are income generating. 
When we investigated this we discovered a clear relation. Most of the women explained that 
they only work because their household is based on a fragile income. Some worked because 
the husband’s work provides a low and unstable income. Other women work as their 
husbands are unable to work. Finally in some situations the woman may be the only income 
generating member of the household. 
Figure 4-2 Relation between the household's economical situation and the women's working situation (2010) 
(Appendix D, Table 10) 
0%
20%
40%
60%
80%
100%
Able to provide
sufficient food for
three meals and bear
educational and
medical expences
Able to provide
sufficient food but
unable to bear
educational and
medical expences
Unable to provide
either sufficient food
or bear educational
and medical expenses 
Economic situation
Work status Student
Work status Housewife
Work status Not labour
selling
Work status Labour
selling
 
How to Improve Maternal Health for Marginalised Women 
 
Anja M. Nielsen & Julia W. Dallerup 
 - 50 - 
Figure 4-3 Educational level of the survey respondents (2010) (Appendix D, 
Table 11) 
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Kabeer & Mahmud (2004) point out that there is low access to income-generating work for 
both men and women in Bangladesh, but the number of unemployed women is considerably 
higher than that of men. Furthermore, the women earn considerably less than men in 
equivalent jobs (Amin, 1997:217, World Bank, 2008:62). The World Bank estimates that 
around 80 percent of the difference in wages is not explained by endowments. The difference 
cannot be explained but the World Bank (2008:66) points out that it might be because of 
discrimination. Kabeer & Mahmud (2004) add that the labour market is segregated for the 
sexes, which means that the women mostly work in low productive areas. World Bank 
(2008) mentions that some women experience that even though they earn their own money 
they do not necessarily have the power to decide how to spend the money. The low number 
of working women must also be seen in correlation with the gender pattern in Bangladesh, 
where the norm indicates that the women stay at home and take care of the household. 
4.4.4 Education 
Education is an important factor for the woman’s capability [see 3.4 A. Sen – Development 
as Freedom]. We will therefore look at the women’s educational level. Illiteracy is a general 
issue in Bangladesh. Only 53.5 percent of the population above the age of 15 is literate. The 
government has tried to increase the literacy rate by making primary school13 free for all 
children. Furthermore, girls attending secondary school get a small stipend. (UNDP, 
2009:178). We asked the women about their education. The results are presented in Figure 
4-3. Only 14 percent of 
the women have no 
education at all while 
the rest have attended 
at least primary level. 
However, many of the 
women who have only 
attended primary level 
revealed they are only 
able to write their own 
name. A little less than half of the women have attended secondary or higher secondary 
level. Some of the women are still enrolled in education. According to the World Bank 
(2008:50ff) many Bangladeshi girls leave school when they get married because a married 
woman is expected to take care of the household. However, we met some expectations 
                                                 
13 Primary education takes five year and the entry age is six years. Secondary education takes seven years but is 
split into three parts, where the first one is called junior secondary and takes three years, the second is called 
secondary and takes two years, and the third is called higher secondary and takes two year as well. (Bangladeshi 
Ministry of Education, 29.01.10)  
How to Improve Maternal Health for Marginalised Women 
 
Anja M. Nielsen & Julia W. Dallerup 
 - 51 - 
among the women. One woman told us that her parents-in-law have agreed to let her 
continue her education after she has giving birth to her first child. Female teachers from 
Patharghata secondary school also pointed out that not all the girls leave school when they 
get married (Interview with female teachers). 
 
Female teachers from Patharghata secondary school told us that health is touched on in the 
teaching of science, but maternal health and sexual issues are avoided. During our 
interviews we experienced a clear disagreement between the older and younger teachers 
about whether this is the right decision. An older teacher pointed out that if the school gives 
sexual education, the pupils would start having sexual relationships and their parents will 
blame the school. The younger teachers stated that if the pupils are educated they will know 
what happens during intercourse. They pointed out that this is important to understand 
how a girl gets pregnant, and thereby avoid unwanted and premature pregnancies. The 
teachers told us that in their experience the parents do not provide sexual education for the 
girl, but instead teach the girl to keep purdah. 
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5 How to Improve Maternal Health 
In this chapter we will examine whether WHRAP’s assumption is valid: that creating 
accountability among the duty-bearers in the health system will improve the health 
facilities, which will result in more marginalised women using maternal health facilities. 
Firstly, we will start by focusing on how ICPD and the MDGs influence WHRAP through the 
project’s donors. This will provide an understanding of WHRAP as a product of what 
Giddens calls the time-space concept. Secondly, we will look at WHRAP’s activities at the 
national and the local level in order to examine what has been achieved during the 
implementation. We will compare Naripokkho’s and Sangkalpa Trust’s role in the 
implementation with Labonté & Laverack’s theory of different roles a health promoter can 
take when working with advocacy. Thirdly, we will focus on the marginalised women: we will 
examine why the women choose as they do and which factors influence their choice of 
action. To identify the influencing factors we will look more closely at two social systems: the 
health system and the family. The health system is central as it is the focus for WHRAP. 
Additionally we found that the family had significant influence on the women in regards to 
utilising the health facilities. We will therefore also look at health providers and family 
members as important agents when examining the women’s choice of actions. Furthermore, 
we found a range of structural phenomena which were experienced as barriers to utilisation 
by the women. These barriers will be analysed according to the four delays [see 1.6 Maternal 
and Reproductive Health] on the demand side and supply side. Finally we will examine 
whether WHRAP can effect change in the women’s utilisation of the health services. Here we 
will link the different structural conditions influencing the women’s choices and compare 
them with WHRAP’s activities. Thus, we will analyse whether WHRAP’s strategy can be said 
to change the women’s choice of action. 
5.1 From Global to Local 
WHRAP is framed by both the MDGs and ICPD. ICPD is mentioned explicitly as the ground 
for the chosen strategy (ARROW, 2009:vii), and the focus area and objectives follow both the 
ICPD Programme for Action and the MDGs concerning health and women (ibid.:5ff). The 
target group of WHRAP is also influenced by these global frameworks in other ways than 
directly through the project’s implementation. We start the analysis by examining how the 
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ICPD Programme of Action and the MDGs have influenced the structure and agents relevant 
to our case study. 
5.1.1 Adaptation of ICPD and MDGs 
As a signatory to the ICPD and the MDGs, each country – developed or developing – has 
committed to work to reach the goals (UNDP, 2003; ICPD, 16.02.10). The official donors 
have adapted the ICPD Programme of Action and the MDGs into their development 
strategies (Freedman, 2003:99). If we look at Danida, the adaptation is mentioned explicitly. 
The ICPD Programme of Action has formed the basis for Danida’s strategy for promotion of 
sexual and reproductive rights (Danida, 2006:6). Concerning the MDGs the former Danish 
Minister of Development Cooperation Ulla Tørnæs stated the role of the MDGs in Danish 
development strategies saying that “With combating extreme poverty as a primary objective, 
Danish development assistance is to contribute to achieving the Millennium Development 
Goals (MDG) on a global basis.” (Danida, 2009:8). This shows how the formulation of the 
MDGs determines Danida’s projects and strategies. All Danida’s development projects, for 
instance WHRAP, are in agreement with Danida’s overall strategy. (ibid.). 
 
Furthermore, the creation of the MDGs as a global framework for development strategies 
has contributed to an understanding of development as a global issue rather than a national 
issue (UNDP, 2003; Degnbol-Martinussen & Engberg-Pedersen, 2003:232). This has also 
become important for the official development agencies and their strategies. The former 
Danish Minister of Development Cooperation stated that: “[...] Danish development 
assistance today is a single part of a greater whole. The best results are achieved through 
development assistance that is part of a cooperative effort between donor and recipient 
countries, but also between the donors themselves” (Danida, 2009:8). The quote indicates 
how Danida see its contribution to development as a part of an international effort. We have 
focused on Danida as official donor because it has funded WHRAP through the Danish 
Family Planning Association (DFPA), but the tendency is the same for all official donors that 
are signatories to the ICPD and MDGs. 
 
DFPA14 is a politically and religiously independent NGO which follows the international 
frameworks. As an organisation working with sexual and reproductive health and rights, 
DFPA’s work is based on the ICPD Programme of Action and the MDGs’ focus on health and 
women (DFPA, 2005). In DFPA’s description of its international work the MDGs and in 
particular MDG5 are mentioned explicitly as high priorities (DFPA A, 12.02.10). This has 
resulted in that when DFPA monitors WHRAP, it directly or indirectly implements the pre-
                                                 
14 DFPA is a Danish NGO working to ensure sexual and reproductive health and rights. They work both locally in 
Denmark and internationally, where they support partner organisations in development work. (DFPA B, 22.03.10) 
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understandings from the frameworks into the project and its involved organisations, among 
these Naripokkho. The projects’ are  targets are adjusted to the goals and aims from the 
donors’ agenda. At the same time the organisations are influenced by the donors as the 
donors often have an idea as to which methods are the most effective. Hence 
implementation at the local level is influenced by international frameworks such as the 
ICPD Programme of Action and the MDGs, even if the respective country or implementing 
organisation has not adopted or signed the respective framework. 
5.1.2 Consequences for the Women 
Global frameworks like the ICPD Programme of Action and the MDGs affect each developing 
country, such as Bangladesh, in two ways. As a signatory to the framework, Bangladesh is 
committed to implementing it in the national policies [see 4.1 Introduction to the Case in 
Patharghata]. Bangladesh is also affected through foreign development programmes formed 
by the framework. The Bangladeshi government is dependent on foreign aid to build a 
sufficient social services sector, including a sufficient health services sector. 95 percent of 
the development projects are financed by foreign countries (Danish Ministry of Foreign 
Affairs, 29.01.10). Due to Bangladesh’s dependence on foreign aid, the country’s 
development is inevitably influenced by donors. The focus of development in Bangladesh is 
therefore influenced by global frameworks more than issues specific to the country. 
According to Mahmud (2004:4086) and Hartmann (1995) this does not mean that the local 
issues are not taken into concern, but that the development work will always be framed by 
the foreign donors. This is due to globalisation which according to Giddens has changed the 
time-space conditions. For instance overpopulation, poverty and epidemics that formerly 
were seen as a national problem are now seen as a global problem. Kabeer & Mahmud 
(2004:95) give an example of how working conditions at local factories in Bangladesh have 
become an international problem as the products are sold to consumers in the global 
market. Hence international frameworks and action plans have been formed to solve specific 
development issues. It also happens that international frameworks focus on issues which 
were not necessarily seen previously as a problem at the local level, for example gender 
equality, family planning methods or giving birth at home. The issues focused on in 
international frameworks affect the women’s daily life through donors pressuring national 
governments and stakeholders to address the problem. For instance, the high prioritising of 
family planning methods has influenced the women by changing their understanding of 
pregnancy from something that cannot be controlled to something that can be planned. One 
of the older women we interviewed explained that she had had many children because 
contraception and knowledge about family planning had not been available (Group interview 
2). 
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Giddens further states that technology has changed the perception of space. Increasing 
travel opportunities and access to media has meant that even marginalised women in rural 
Bangladesh are affected by the global discourse on maternal and reproductive health and 
rights. Few of the marginalised women have access to the media or to travel but if they have 
a child in school, a husband working in town, or a family member working abroad, this can 
be a way to gain knowledge. For instance, a woman told how her children bring new 
knowledge from school which affects all the household members (Group interview 2). The 
women can also be affected by globalisation if their surroundings are changed due to the 
media or travel. For instance in accordance with MDG5 the Bangladeshi government trains 
the health staff at the facilities at union level to become skilled birth attendants (Parkhurst 
et al., 2006:439). This changes the situation for the women as they get access to an official, 
skilled birth attendant closer to their home. Earlier they either had to go to the health 
facility or rely on a traditional birth attendant. 
5.1.3 Global Frameworks – Local Consequences 
Freedman explains the link between the global and the local level regarding health: “For just 
as people’s health status cannot be detached from the social and economic conditions in 
which they live, so the health policies that structure health systems are not set in isolation 
from the forces of globalisation and the specific agendas of IFIs [International Financial 
Institutions] and other actors (private and governmental) that drive globalisation and the 
social and economic changes it entails” (Freedman, 2003:105). Freedman here describes how 
the individual woman’s health is determined by a range of factors which are not necessarily 
within her local context. According to Giddens the change of the time-space conditions has 
meant that agents can interact across time-space. Agents or projects can thereby be locally 
and globally rooted at the same time. WHRAP is an example of this. The project is 
implemented by national and local organisations and work with local issues where they try 
to influence the national decision-makers. To implement the project the implementing 
organisations depend on funding. The strategy and design of WHRAP are therefore 
influenced by the donors, meaning the project has to follow the donors’ agenda. Simeen 
Mahmud points out that it is problematic that pressure from donors does not always reflect 
the needs of the population. (Interview with Simeen Mahmud). 
 
The impact of international frameworks depends on how they are implemented in the local 
context. For instance, the ICPD and MDG5 point to the need for specialised health services. 
It is stressed that the most important element is access and not whether the service is 
home- or clinic-based (Freedman, 2003:101). As pointed out earlier Bangladesh lacks 
resources and cannot fill the positions at the health facilities in the district of Barguna. 
Thus it seems unrealistic to introduce home-based services that can provide specialised 
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services, such as EmOC. In 1996 under the implementation of ICPD the government chose 
to centralise services at health facilities in order to ensure specialised services. Previously 
some of the services were home-based (Chowdhury et al., 2006:328). The focus on clinic-
based services in Bangladesh may therefore be because it is seen as the only way to fulfil 
the goals of ICPD and MDG5. Blum et al. (2006) point out that the clinic-based solution 
demands fewer resources from the health sector. For instance a gynaecologist uses less time 
and money on transport if she stays at the health facility rather than go out to the women’s 
homes. Blum et al. (ibid.) furthermore mention that delivery is perceived to be safer, as the 
woman is already in a health facility and within the referral system. Chowdhury et al. 
(2006:327) point out that the problem can be that the burden of resources is simply 
transferred to the women, and thus inequality in access to health increases. This is an 
example of how implementation of international frameworks can result in unintended 
neglect of marginalised groups when trying to fulfil the demand from the international 
agenda. 
 
Degnbol-Martinussen & Engberg-Pedersen (2003) state that besides the specific goals, a 
development project is also influenced by the donors in terms of which strategy they find 
most effective. In the 1990s service delivery and capacity building were seen as the most 
effective methods. Today advocacy and empowerment are commonly acknowledged as the 
most sustainable development strategies. (Tematisk Forum, 2009:5). The method used 
influences the project and determine its activities and hereby the marginalised women are 
affected. 
5.2 Implementation of WHRAP 
The implementation of WHRAP takes place at different levels. As mentioned earlier the work 
is divided between Naripokkho and Sangkalpa Trust. Naripokkho works with the decision-
makers at national level, while Sangkalpa Trust works at the local level of Patharghata 
where the organisation monitors the health system. In this part we will look at the activities 
and outcome of WHRAP at the national and local level respectively. The activities can be 
linked to the different health promoter roles outlined by Labonté & Laverack. We will look at 
what the organisations have achieved and what barriers they have met in the 
implementation. We will start by looking at underlying conditions influencing the 
implementation of WHRAP. All the conditions are closely related to the project’s location in 
Bangladesh and they are barriers placed outside the organisations themselves. 
 
First of all, the organisations implementing WHRAP pointed to the many natural hazards 
characteristic of Bangladesh. Even when the disasters do not have a direct impact on the 
activities, the CBOs have to focus on helping the local community and postpone all other 
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activities for as long as emergency assistance is needed. An example is cyclone Aila which 
hit Barisal and other coastal areas in May 2009. We were at this time planning our 
fieldwork in Bangladesh with Naripokkho and they informed us that Sangkalpa Trust was 
too busy with relief work to plan the trip. Earlier cyclones have sometimes destroyed the 
offices of the CBOs, which have caused severe delays in their work (ARROW, 2008:15). 
 
Another problematic condition for the implementation of WHRAP is the limited amount of 
financial support. For instance the Director of Sangkalpa Trust mentioned that the CBOs 
only get a token amount that is nowhere near enough to cover the expenses. (Interview with 
Director of Sangkalpa Trust). Naripokkho staff made the same statement (Interview with 
Naripokkho staff). The result is that some of the CBOs do not have the resources to monitor 
the health facilities. Naripokkho staff told us that it has stopped the cooperation with some 
CBOs because they did not live up to the standards, partly because of the low level of 
financial support from Naripokkho. (ibid.). Naripokkho staff also pointed out that they felt 
they could not make high demands on the CBOs as they implemented WHRAP almost 
voluntarily. To solve this problem Naripokkho would prefer that the largest share of the 
funding were allocated to the lowest level represented by the CBOs instead of the highest 
level represented by ARROW. The share is decided by the donors, and Naripokkho has no 
influence on this decision. (ibid.). 
 
Sangkalpa Trust staff mentioned that they had also faced other problems in monitoring 
WHRAP at the local level as it was difficult to get qualified staff in rural areas. Sarifa Begum 
concurs and states that it is a general problem to get well-educated people to stay in rural 
areas. She explained that most people want to live near the big cities were greater economic 
opportunities are to be expected (Interview with Sarifa Begum). Simeen Mahmud made a 
similar statement (Interview with Simeen Mahmud). Sharifa Begum further stated that 
getting female doctors to rural areas is a particular problem as they feel insecure when they 
have to go outside the facility (Interview with Sarifa Begum). The lack of educated people in 
rural areas makes it difficult to implement a project at local level, as it requires skilled staff. 
5.2.1 Naripokkho – Activities at National Level 
Naripokkho uses different types of advocacy to influence the decision-makers.  In the 
following we will elaborate how they fill the roles of advocate and educator on the national 
level. 
Advocate Role 
According to Labonté & Laverack the advocate role targets the political level where the 
agents with power to decide legislation and policies are placed. Naripokkho has for instance 
been lobbying for the government to change the rules for the presidency of UHAC in all 
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upazilas. The power and post for the president is given to the local Member of Parliament, 
but due to his enormous workload he rarely has time to call a meeting in UHAC. Naripokkho 
has therefore lobbied the government to give the presidency to the Upazila Chairman in 
order to ensure that meetings are held regularly. [see Appendix E]. In our interview with 
Naripokkho staff they stated that they had succeeded in achieving this with the previous 
government. As hoped it resulted in more frequent meetings in UHAC. Naripokkho described 
this as one of their most important successes in the project. 
 
Unfortunately when the government changed, the new government reverted to the old 
arrangement (Naripokkho, 2009A:4). Thus Naripokkho was forced to start over again with 
the lobbying to promote the work of UHAC. Naripokkho pointed out that political instability 
and the change of government is a general problem regarding the implementation of 
WHRAP. The continuous fight between the two major parties has meant that when one party 
comes to power it neglects the initiatives and policies enacted by the former government. 
(Interview with Naripokkho staff). As shown in the example above, this can mean 
Naripokkho has to advocate repeatedly for the same issue, which can make the 
implementation slow and difficult. Labonté & Laverack (2008:15) state that when playing 
the role of the advocate, the work of the health promoter is split between on the one hand 
needing to lobby on a non-partisan, all-party basis, and on the other hand taking advantage 
of partisan political support to attain the goals. In order to solve this problem Naripokkho 
tries to work in close cooperation with the government, no matter which party is in office.  
Just after the incumbent government took office in January 2009, Naripokkho contacted the 
Minister of Health and Family Planning and gave him the organisation’s recommendations 
including the idea to change the practice regarding the assignment of the presidency in 
UHAC. (Naripokkho, 2009A:4). Another example of the difficulties with working with the 
government is that Naripokkho had to put the activities on stand-by when the government 
was suspended in 2007, and therefore had to postpone the implementation of WHRAP. 
(Interview with Naripokkho staff). Thus Naripokkho is aware of the difficulties in advocacy 
within an arena in which agents are changed with the change in government or in periods of 
political instability. By being quick to make contact with the new decision-making agents, 
they are doing what they can to gain influence despite change. 
 
Advocacy can be targeted towards different kinds of stakeholders.  Besides the cooperation 
with the government, Naripokkho staff has frequent meetings with different stakeholders. 
[see Appendix E]. To create awareness among people in general Naripokkho conduct public 
hearings and rallies in connection with international flag days, e.g. International Day of 
Action for Women’s Health. (Naripokkho, 2009A:5). Thus Naripokkho lobbies on all levels in 
order to bring attention to the issue of maternal health and accountability in the health 
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system. According to Simeen Mahmud “The government’s slogans work much better than the 
NGOs.” (Interview with Simeen Mahmud). This means that when Naripokkho lobbies the 
government it can exert more influence on health providers than if it had targeted its work 
towards these agents directly. An example of the government’s influence on the population 
was seen when the government adopted Bangladeshi Population Policy that promoted the 
norm of having two children (CPD-UNFPA, 2003). The result was that the fertility rate 
decreased from 6.3 percent to 3.3 percent from 1975-2000 (Mahmud, 2004:4082). We also 
found the government’s statement reflected in the women’s answers, as they told that the 
ideal number of children is two. Thus the government is not simply a powerful agent in 
relation to the production of policies but also as proponents of national values and norms. It 
is therefore a rational choice for Naripokkho to focus the advocacy work in this arena. 
Educator Role 
The educator role is outlined by Labonté & Laverack (2008:9ff) as combining monitoring and 
public awareness of health determining conditions. Naripokkho raises public awareness by 
disseminating information. Every year Naripokkho collects information on different maternal 
health issues. (Naripokkho, 2009A:2). In December 2009 Naripokkho published a brochure 
with the title ‘Ensure the service of Family Welfare Centres, protect maternal death’ and 
distributed it to decision-makers and stakeholders. Currently Naripokkho is working on a 
report on eclampsia15 which will be published and distributed this spring. [see Appendix E]. 
The aim of the reports and brochures is to increase awareness among the decision-makers 
by using the findings as a basis for lobbying and advocating (Naripokkho, 2009A:2). Thereby 
Naripokkho links the two sides of the role as educator in their work. 
 
A member of UHAC we interviewed referred to this material. He stated that it contained 
important information written in an easily readable language. He pointed out that this kind 
of material had the potential to create awareness about specific issues. At the same time he 
objected that since many women in Patharghata are illiterate they would not be able to use 
the material. (Interview with Patharghata UHAC). This reveals a communication problem, 
since he had not understood that the material was not meant for the women but for the 
decision-makers. Naripokkho raises awareness with the publications, but the organisation 
has to clarify the target group to avoid misunderstanding. If Naripokkho does not make sure 
that the purposes of their activities are known by the target group, the risk is that 
stakeholders do not pay attention to the disseminated material. 
                                                 
15 Eclampsia is a major problem for pregnant women in rural Bangladesh. According to WHO eclampsia is one of 
the five principal direct causes of maternal mortality. (Moran, 2006:2). 
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Partnership Development 
The development of partnerships is another way to empower marginalised groups. Labonté 
& Laverack (2008:9ff) point out that this involves engagement in joint programming across 
local, regional and provincial levels and with agents from the public, private and civil society 
sectors which have an interest in the health issue raised. The name WHRAP alludes to the 
strength of partnership. Naripokkho works in partnership with local CBOs and monitors the 
partner organisations such as Sangkalpa Trust in order to enable them to advocate and 
monitor the health system at the local level. This is done by meetings, field visits and 
workshops. (Naripokkho, 2009A:8). Thus Naripokkho organises the opportunities for 
sharing experiences among the different partners. This way the organisation can take 
advantage of covering different levels. For instance Naripokkho can inform the parliament of 
local problems and solutions in the coastal areas. At the same time the role of developing 
partnerships demands a lot of resources as it has to ensure that all partners are working 
towards the same goals. Partnerships therefore require monitoring at all levels. 
5.2.2 Sangkalpa Trust – Activities at Local Level 
As mentioned earlier Sangkalpa Trust’s main tasks are to monitor the local health facilities, 
hold the advisory committees accountable, and advocate and lobby to make the service 
providers account-able and responsible. 
Educator Role 
Sangkalpa Trust also fulfils the role of educator. The organisation works at the local level, 
where staff from Sangkalpa Trust monitor the health facilities at the upazila and union level 
by making visits to each health facility once a month. The findings are reported to relevant 
members of the administration and advisory committees as it is their responsibility to take 
actions to solve the problem. (Naripokkho, 2009A:2). Sangkalpa Trust works closely with 
each committee in order to hold the advisory committees accountable. For instance 
Sangkalpa Trust arranges meetings about maternal health with the committee members 
and local key persons such as religious leaders. (Interview with Arpangasi UHSC). According 
to Sangkalpa Trust staff they have succeeded in monitoring the committees. Through 
WHRAP the organisation has encouraged the formation of new advisory committees. They 
also contributed to make the working procedure clear, and finally improved the work of the 
existing committees (Naripokkho, 2009A; Interview with Charduani UHSC). Thus Sangkalpa 
Trust monitors the different the health facilities in order to ensure standards. The collected 
information provides the basis for the work with the committees. 
 
An example where Sangkalpa Trust’s work has brought a significant change is with 
Patharghata UHAC. When Sangkalpa Trust started to monitor UHAC the committee largely 
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existed only on paper. In practice the members rarely met and were not aware of their role. 
This was among other things due to the issue of presidency mentioned previously. Another 
issue was a conflict of interests between the health administration and UHAC. The health 
administration was not interested in problems at the hospital being raised in the committee. 
Sangkalpa Trust met with all the concerned parties and explained the role of the committee 
and how all agents could benefit from the cooperation. Today UHAC meets 10-12 times a 
year. (Interview with Sangkalpa Trust staff). In addition, Sangkalpa Trust has got one seat in 
UHAC, through which it can influence the committee. 
 
Sangkalpa Trust pointed out that it can also contribute positively to the committees’ work 
because of the organisation’s practical experience from the visits to the health facilities. 
There is a general understanding among the Bangladeshi population that the private health 
system is much better than the public one. (Mahmud, 2004). The public health system is 
therefore only used by people who cannot afford the private clinics. (Interview Barguna 
District Hospital). Most of the committee members are well-off and therefore use the private 
health facilities, which mean that they rarely know about the issues the public health 
system faces (Interview with Director of Sangkalpa Trust). As monitors of public health 
facilities, Sangkalpa Trust staff knows the hospital and the problems the health providers 
and users face, which they can report to the committee. (Interview with Sangkalpa Trust 
staff). The committees’ lack of knowledge about the public health facilities is problematic 
when they are supposed to advise the health providers and ensure the system’s 
accountability. This is an organisational problem which is one of the problems WHRAP tries 
to solve. Sangkalpa Trust staff further point out that the aim is to make the committees and 
the health facilities cooperate, in order to make the committee fulfil its role as monitor. In 
accordance with the method of advocacy [see 1.1 Problem Field] the aim is for the right-
holders to demand proper standards of the health facility, where the committees are the 
mechanism for ensuring that the duty-bearers fulfil this right. Because WHRAP does not 
work directly with the women, there arises a problem concerning how they are made aware 
of their rights and how they use the committees to demand their rights. We did not hear any 
examples of patients complaining about the health facilities. Sangkalpa Trust could make a 
small change by making the women aware of the committees’ role and the possibility of 
using them to report issues. 
 
The successful monitoring of the committees has also resulted in improvements in the 
health services. As an example, Sangkalpa Trust staff mentioned that previously a major 
problem was that the doctors were rarely at the facilities during their duty hours. This 
meant that the patients often went there in vain. Another problem was that representatives 
from the pharmaceutical industry often held meetings with the doctors within office-hours. 
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Sangkalpa Trust staff stated that both problems had been solved after they started 
cooperating with the committees. Regarding the latter issue a law was passed at local level 
which prohibited representatives from being at the facilities before 3 pm. Corruption among 
the health personnel has also decreased. Sangkalpa Trust staff point out that this is due to 
successful monitoring of the committees. (Naripokkho, 2006B:1) Earlier the doctors were 
not accountable to anyone. Now the doctors and the other health personnel know that the 
committees are watching them. Sangkalpa Trust gave an example on the importance of 
monitoring the facilities. The staff said they had identified that the lack of female visitors at 
a FWC was caused by a missing toilet door. They reported it to the UHSC, who provided a 
new door immediately. The next day the women came to the clinic as they had done 
previously. (Interview with Sangkalpa Trust staff). This shows how small problems and 
small solutions can have a major impact on the women’s choice of action. 
Advocate Role 
Like Naripokkho, Sangkalpa Trust also plays the role of advocate. This is partly done in the 
committees but Sangkalpa Trust also cooperates with other stakeholders. For instance, the 
organisation works closely together with local journalists, as it has experienced that 
journalists can promote an issue from local to district or national level. A journalist in 
Barguna stated that when they publish a story about a problematic issue the government 
takes action (Interview with journalists in Barguna). Naripokkho and Sangkalpa Trust 
cooperate with journalists and they are used to getting issues on the political agenda in 
order to put pressure on the decision-makers (Interview with Naripokkho staff; Interview 
with Director of Sangkalpa Trust). Thus the press has a key position in WHRAP’s advocacy 
activities. Sangkalpa Trust also meets with local decision-makers and makes them aware of 
WHRAP and maternal health issues. (Interview with Sangkalpa Trust staff). For instance 
Sangkalpa Trust has held workshops and meetings for stakeholders about issues 
concerning maternal health. (Naripokkho, 2009A:4). 
 
The purpose of government-run committees at upazila level is to decentralise the monitoring 
and decision-making. In our experience the decentralisation is questionable. Through 
interviews with committee representatives, health providers and Sangkalpa Trust staff we 
realised that the decision-making and allocative power still lies at the governmental level. In 
practice the committees have very limited decision-making power. This results in that even 
small changes or issues have to be reported to the government and solved by them. These 
can be problems like lack of staff, doctors or technicians, lack of medicine or essential 
equipment (e.g. EmOC, ambulances), corruption, etcetera. After reporting to the government 
the committee can do nothing else but wait and hope that the government will solve the 
problems or allocate the needed allocative or authoritative resources to the committee. 
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(Interview with Patharghata UHC; Interview with Nachnapara UHSC). Only issues that do 
not require many economic resources or administrative changes can be managed by the 
committee. But due to the decentralisation of resources and power it is not always possible 
for the committees to manage the problems, even though the solution seems simple. The 
lack of resources allocated to the committees was especially mentioned as a large problem 
by UHSCs. They found it frustrating that they did not have any options of sanctioning. 
Instead the committees try to regulate the health facilities by monitoring the facilities and 
afterwards hold meetings and give consultancy to the service providers. This working 
condition for the committees makes the partnership between Naripokkho and Sangkalpa 
Trust very important as Naripokkho can bring an issue from the local committees up to the 
national level. Cooperation with journalists is likewise important as they can put further 
pressure on the duty-bearers. 
 
Sangkalpa Trust has succeeded in monitoring the committees and improved their work. But 
because of the centralisation Sangkalpa Trust cannot ensure that all issues are managed 
but only that the committees take them into consideration and report them to the 
government. This limits Sangkalpa Trust’s real impact on the health system. To address this 
problem Sangkalpa Trust cooperates with journalists and other stakeholders in order to 
create awareness about the issues on higher levels. 
5.2.3 Outcome of WHRAP 
Naripokkho’s and Sangkalpa Trust’s implementation of WHRAP has had both failures and 
successes. WHRAP’s Project Coordinator Shireen Huq explains the discrepancy. She points 
out that WHRAP has contributed to putting maternal health and women’s rights on the 
political agenda and created awareness among the general population, which she sees as a 
major success. At the same time, WHRAP is still far from reaching its goal of ensuring 
accountability in the health system and removing the risk of maternal mortality. Especially 
the issue of women’s rights is still lagging behind. Shireen Huq states that WHRAP is a 
small project, so they do not expect to be able to change the whole system. A part of the aim 
is to create awareness and hope that others will copy the project and hereby spread the 
effect. (Interview with Naripokkho staff). 
 
By pointing to the above achievements both Naripokkho and Sangkalpa Trust claim the 
implementation of WHRAP is successful. They backed up this statement with statistics. But 
the problem with the statistics is two-fold: WHRAP is missing a proper baseline. Secondly it 
is impossible to prove a causal relation and eliminate other factors. This is a general 
problem for interventions as there are not made in a closed system. 
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At the same time both organisations point out that they face barriers preventing them from 
implementing all planned activities. For instance, lack of political stability is a major 
problem when working with advocacy. Without political support the implementation 
becomes very difficult and sometimes impossible. Naripokko have gained that political 
support by working with different government parties over a number of years, thus showing 
they are non-partisan. Labonté & Laverack state that successful advocacy requires that the 
implementing organisations know the rules and norms at the governance level. Here 
Naripokkho’s many years of experience is an advantage as they know how to act in the field. 
The question is how much does that matter, when the barriers are caused by political 
instability or conflict which Naripokkho does not have any influence on. Lack of funding and 
skilled personnel are also mentioned as barriers to implementation. The frequent natural 
hazards are another barrier. 
 
The activities in WHRAP mentioned above are all targeted at the decision-makers, with the 
exception of the campaigns and rallies that aim to create awareness in the general 
population. But no activities directly target the marginalised women. The marginalised 
women are characterised by lack of resources, for instance transport, or even time to leave 
the household. This therefore may mean that they rarely attend events or gaining 
information from the campaigns, as these events are often held in town centres far from 
rural inhabitants.  As A. Sen has said, in order to improve the woman’s state of maternal 
health it is necessary to focus on two levels. Firstly, it is important to increase the woman’s 
capabilities in order to improve her livelihood. Secondly, it is important to work at the 
governance level in order to ensure adequate social politics. WHRAP focuses only on the 
governance level and forgets the importance of the women’s capabilities. As Labonté & 
Laverack have suggested can happen if using a top-down approach, we believe that WHRAP 
risks enlarging the gap between the marginalised woman’s knowledge and action. The 
marginalised woman might not relate the improvements made in the health system to her 
state of maternal health as she finds the traditional practices adequate. In order to examine 
the consequences of the fact that WHRAP does not focus on the women we will look at the 
marginalised women and their choice of actions in the following chapter. 
5.3 Women’s Utilisation of Health Facilities 
The health system in Bangladesh is based on a biomedical understanding which views 
pregnant women as a risk group. The aim of the biomedical based health system in regard 
to maternal health is to supply health facilities that can help the women preventing 
complications or cope with complications if they arise. The system is organised so the 
woman has to decide to utilise the services herself. In Bangladesh family welfare assistants 
go out to each village and visit and record all pregnant women and give them advice. But the 
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family welfare assistants do not have the requisite equipment and function mainly as 
advisors and are not a substitute for the services at health facilities. To receive pre- and 
antenatal care services in order to spot potential complications and prevent them from 
occurring or becoming life-threatening, the woman therefore has to utilise health facilities. 
Additionally, the woman also has to follow advice concerning rest, diet, and arranging for a 
qualified birth attendant to be present at the delivery, etcetera. Most importantly use of the 
health facilities is contingent on the woman and her family recognising and reacting to signs 
of complications. In other words the woman has to actively utilise health facilities to ensure 
a safe pregnancy and delivery, and the woman’s health understanding is critical.  Lack of 
knowledge or resources can lead to delays, which in the worst case scenario results in 
death. 
5.3.1 Four Delays 
The women mentioned two types of barriers preventing them from utilising the facilities: 1) 
demand-side barriers, which are related to external factors, and 2) supply-side barriers 
which are related directly to the services. We divide these two types of barriers into the four 
delays [see 1.6 Maternal and Reproductive Health]. The overall point in the delay model is 
that time is a crucial factor in regards to maternal health as complications can arise without 
warning and rapidly become life-threatening. The first delay concerns the health 
understanding and we found that this understanding determines the woman’s subsequent 
choices. We will therefore start by elaborating on this delay. 
5.3.2 Health Understanding of Health Facilities 
The first delay is related to the recognition of the existence of a problem. This involves the 
knowledge of signs of complications and how to handle the complications. We found this 
knowledge to be the first barrier to women’s utilisation of health facilities. Knowledge 
depends on experience, education and understanding of reproductive health. The health 
understanding changes as the woman goes into different phases of her life. In the following 
we will elaborate on the phases of the reproductive woman from being fertile up to giving 
birth. 
Premature Marriage 
The first issue of understanding of reproductive health we met was premature marriage. 
Maternal mortality is associated with premature marriage in Bangladesh. The problem is 
that premature marriage often equates to premature pregnancies, which put the mother in a 
high-risk group. (ARROW, 2009; World Bank, 2008; Group interviews). Chakraborty et al. 
(2003:23) state that the median age at first birth in Bangladesh is 18.0 years among women 
aged 20-49. The women we interviewed were also aware of the risks associated with 
premature marriage. They stated that: “If a girl gets married at the age of 12 and then has a 
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child, she will lose her health.” (Group interview 4). Some of the women stated they would 
never arrange a premature marriage. Other women pointed that they may be forced by 
certain circumstances to arrange it. They argued; “If she [the daughter] stops her educational 
career or if she mixes with a bad boy or if she would not stay at home, then we will get her 
married”. (Group interview 2). ARROW (2008B:38) states that insecurity for unmarried 
women is a part of the explanation for why half of the girls in Bangladesh are married before 
they are 15 years old even though a law forbids marriage before the age of 18 (Islam et al. 
2009). The female teachers in Patharghata explained that this ‘insecurity’ for the unmarried 
girl was associated with her risk of being raped or becoming pregnant outside of marriage 
(Interview with female teachers). Another part of the explanation of premature marriage is 
that there is a norm for the bride to be young and therefore the older the girl is, the harder 
is it to find her a husband. Furthermore, as mentioned earlier, the girls are seen as an 
economic burden for poor families. Hence for some families getting the daughter married is 
a way to improve the economic situation. (World Bank, 2008). 
 
The above describes an understanding of the woman’s health which from an early age is 
related to her fertility. This relation is neither completely positive nor negative, but depends 
on the woman’s social position – more precisely marriage status. The woman’s health is 
already in this case weighed against the resources which the different decisions demand, 
and it is clear that a woman’s health involves more factors than simply the woman. The 
family becomes a central agent and can make decisions which have an immense influence 
on the woman’s health. 
Pregnancy 
To utilise health facilities during pregnancy it is important to know about the available 
health services and how they should be used. Knowledge to a large degree helps to frame 
the women’s health behaviour. Nearly every woman we asked felt she had received adequate 
information (56 out of 62 women) [see Appendix D, Table 2]. According to the women the 
lack of utilisation of the health facilities is not because of lack of knowledge. Most of the 
women reported they had got the information through the public health system, at the 
clinics or from family welfare assistants. One woman explained: “Sometimes we go to the 
clinic and sometimes nurses come from the hospital and teach us. They make a list of the 
pregnant women and find them and teach them many things.” (Group interview 2). The 
woman quoted is clearly aware of her possibility of collecting information from health staff. 
At the same time she describes a very active role from the outgoing health staff that ensures 
that all pregnant women get advice during their pregnancy, including the ones not visiting 
the clinics. According to the women there are many easy ways of getting knowledge about 
pregnancy and delivery. They therefore did not see lack of knowledge as an issue. Instead 
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they pointed to the fact that even though they had the knowledge about how to ensure a 
safe pregnancy, they rarely had the capabilities to follow it. The women mentioned that they 
knew that they should eat more food, take more rest, and avoid hard and heavy work in 
order to keep themselves and the child healthy and safe during pregnancy. But the women 
pointed to their economic situation and explained that: “We cannot take enough nutritious 
food when we are pregnant. We learn about it and are trained by the clinic about the duty of 
the pregnant mother. We know it all but we have to work when we are pregnant.” (Group 
interview 2). The lack of resources means that even though the women possessed awareness 
they simply did not possess the resources to follow the advice. For most of the women their 
pregnancy was characterised by bad conscience and fear as they could not follow their 
knowledge about how to ensure a safe and unproblematic pregnancy (Group interviews). 
 
When we asked the women what they did to ensure a safe pregnancy, they answered: 
“Vaccination, communication with clinic, check-up each month.” (Group interview 2). The 
answer shows how the 
women clearly link the 
use of health facilities 
with a safer pregnancy. 
This is in agreement with 
the fact that almost all 
the women we talked to 
had been at the clinic for 
pre- and antenatal care 
(62 out of 64 women) [see 
Appendix D, Table 4]. The women told that they use the health facilities to get vitamins, be 
vaccinated, etcetera. We noticed that most of the services they mentioned are preventive not 
curative. The women did not seem to be aware of that. For instance, the women referred to 
iron tablets as a treatment and not as something which can prevent blood deficiency. This 
meant they were very frustrated if they could not get the tablets right away even though 
medically it would be fine if they got them a week or two later. It also means that the women 
perceive themselves as sick when they are in fact well, even though unhealthy (for instance 
because of a deficient diet). We were surprised that none of the women seemed to know that 
they could get iron by changing their diet but only referred to tablets. Another example of 
the lack of focus on an accessible and preventing intervention is concerning uterus 
prolapse. A woman tried to explain the causes of complications for the uterus prolapse: “I 
think it is happening for the lack of vitamins, then we have to take medicine to cure it, and 
sometimes we need to take injections.” (Group interview 3). The woman actually mentions a 
lot of interventions related to uterus prolapse, but surprisingly the point about reducing the 
Figure 5-1 Place of deliveries (2010) (Appendix D, Table 5)  
29%
63%
8%
Home no TBA
Home with TBA
Hospital/clinic
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risk by making easy exercises to strengthen the muscles in the pelvic floor is not included. 
The interventions which can be done in the home and with no relation to the health system 
seem to be missing in the knowledge of reproductive health. We cannot say whether this 
lack of knowledgeability is mainly related to the women or the health system. Regarding 
pregnancy the women had understood that they can influence their health and the outcome 
of the pregnancy by utilising the health facilities. 
Delivery 
When we asked the women about their utilisation of the health facilities regarding delivery, 
the answer was the opposite of that regarding pregnancy. According to our survey only eight 
percent of the women had given birth at a health facility [see Figure 5-1]. In case of 
complications most of the women reported they would stay at home and wait to see if the 
problem would disappear. First if it becomes clear that the woman has to get professional 
help she will go to the clinic. Parkhurst et al. (2006) found the same result in their research. 
The difference in women’s health behaviour in regard to pregnancy and delivery is also 
reported in other studies. For instance Moran points that: “[w]omen with excessive bleedings 
during pregnancy were more likely to seek skilled care than women with excessive bleedings 
during childbirth and the postpartum period.” (Moran, 2006:135). She further notices that 
this is in agreement with the existent literature. In the following we will examine this 
difference between pregnancy and delivery and why it is reproduced. 
 
When we asked about where the women preferred the delivery to take place, almost all the 
women answered that they preferred to give birth at home. One of the women explained; “If 
delivery is normal, we prefer to deliver at home. But if we get very sick, we will be sent to the 
hospital.” (Group interview 2). This led us to ask the women about how they prepared for 
delivery and which precautions they are taken. In agreement with the health facilities’ 
health understanding, the women distinguished between the first and later deliveries. The 
first delivery is perceived as more insecure. The women explained that this was because the 
pregnant woman at this time had no previous experience in childbirth it was quite common 
that the woman had the first delivery at her natal home. Chowdhury et al. (2000:602) also 
found that most rural women go to their father’s home to deliver their child. If the woman 
feared for complications in later deliveries she would go to her natal home too. Besides 
feeling more secure and comfortable in their natal home, it also confers other advantages. 
The women felt that their natal family took more care of them and tried harder to ensure a 
safe delivery. In addition, leaving her own household means that the woman does not have 
any duties as her mother and sisters take care of the natal household. One of the women 
explained: “First time is complicated and the members of the husband’s household are not so 
caring during this time. For instance, the woman needs medicine, but maybe they cannot 
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ensure she gets it.” (Group interview 1). In later deliveries the woman usually stays in her 
own house. She is now expected to be experienced and therefore does not need help from 
family members to prepare or fulfil the duties in the household. This perception was 
explained by another woman: “[…] when the woman is going to give birth to the second child, 
then the parents-in-law think it will happen like last time and therefore follow the decision 
taken regarding the first delivery and stay home.” (Group interview 2). In accordance with 
this understanding we experienced that the women in general expected a normal delivery 
and did not prepare for possible complications. 
 
We recognised that regarding delivery the use of health facilities is closely related to 
complications. The women explained that the health facilities were only seen as a place to go 
if complications emerge, e.g. need for caesarean section. This is in agreement with the 
findings of Parkhurst et al. (2006:439ff) that describe the social norm in Bangladesh where 
the birth is perceived as a normal event which the woman should be able to handle without 
help from health providers. Parkhurst et al. (ibid.:439ff) further state that this means the 
delivery first and foremost is prepared to take place at home. We here see a discrepancy in 
health understanding between that of the women and that of the health system. The health 
system acknowledges the women are in a high risk group, whereas the women and their 
family perceive the situation as normal. The risk is that if the pregnant woman is perceived 
as in a high risk group there is a possibility that she will be regarded as sick. If the pregnant 
woman is perceived as in a normal situation, the possibility is that signs of complications 
are not recognised and acted upon. In accordance with the definition of health [see 3.3 
Labonté & Laverack – Health Promotion] there is a great difference in how a pregnant 
woman is categorised by the family and the health system. 
 
We experienced that the women had felt this change of categorisation from well to sick. One 
woman said: “Earlier one woman died during delivery due to lack of money. Now this problem 
is common. Normal delivery is not available now, surgery is now needed. It is needed for us to 
go to clinic each month to get our weight checked.” (Group interview 2). The woman quoted 
here presents an understanding of a change being made in the pregnant woman’s health. 
Earlier deliveries were predicted to be normal except a few exceptions. Today surgery is 
perceived to be more often needed and hereby complications as occurring more often. 
 
Parkhurst et al. (2006:442) point out that the health understanding among the Bangladeshi 
households means few household save money for the delivery because they do not expect to 
utilise the facilities. Ensor & Cooper (2004) refer to a study made in Uganda which reported 
that “[…] if a woman is told during ante-natal care that there are ‘no problems’, this is often 
interpreted as a sign that the delivery itself will be normal and that therefore attendance at a 
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facility is not required.” (Ensor & Cooper, 2004:72). According to our experiences from the 
interviews with the women, we believe this is also the case with the Bangladeshi women as 
they did not seem to understand the concept of preventive service. It might also be that they 
simply disagree with the view of the pregnant as sicken. 
 
In the MDGs the presence of a skilled birth attendant is mentioned as one of the indicators 
of improving maternal health [see 1.6 Millennium Development Goals no.5]. We therefore 
asked the women whether a TBA was present or not when they gave birth at home. As 
shown in [see Figure 5-1] 63 percent of the deliveries took place at home with a TBA present. 
Most of the women used a local TBA who attends all deliveries in the village. The women 
pointed out that the TBAs are available at night and often live in the village. This spared the 
family time and money for transport compared to getting a nurse from the health facility or 
visiting a health facility. A TBA can handle normal deliveries, and the women trust the 
TBA’s skills. Furthermore, the women pointed out that if complications arose the TBA would 
refer them to the health facility. Thus most of the women are aware of the importance of 
having a skilled birth attendant present during delivery. Some of the women pointed out 
that the local TBA often had many years of practical experience and was well known by all 
in the village. If they got a nurse or skilled birth attendant from the health facilities they 
could not be sure whether she had practical experience or not. When we enquired further 
into the use of the TBA, it was clear that the women saw a lot of advantages in using a TBA. 
Afsana & Rashid (2002:3) and Blum et al. (2006:54) point out that TBAs are always women 
and most of them follow traditional not biomedical practices and therefore do not break 
purdah by assisting a delivery16. The women thereby avoid a clash between social practices 
in the family and the health system. Moran (2006:20) points to that the two systems have 
different expectations to the woman’s social practices. The health system is based on a 
biomedical understanding where the delivery is seen as a body’s biological function. This 
means that health staffs such as birth attendants expect to be able to examine the women’s 
intimate body parts to do their work. Moran (ibid.:24) and Parkhurst et al. (2006:439) both 
point out that the family perceives the delivery as something private. They explain that due 
to the restrictions of purdah, a delivery is traditionally only attended by women and the 
woman tries to stay covered as the nude body is linked with shame. Thus when a woman is 
planning a delivery she is often placed in an ambivalent situation, since she has to choose 
which of the social system’s norms and expectations she wants to follow. The choice 
becomes essential as the two systems cannot provide the same kind of services. The TBAs 
are free of charge but most families give a symbolic present and/or a meal. By using a TBA 
the women can stay at home, feel safe and comfortable and at the same time save money 
                                                 
16 Traditionally a Bangladeshi woman give birth kneeling and the birth attendant simply feel how open she is by 
putting a hand under her sari (Afsana & Rashid, 2002:3; Blum et al., 2006:54). 
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and time and not have to worry about breaking purdah. Giving birth at home with a local 
TBA therefore creates a range of pull-effects. On the other hand a TBA is not educated and 
cannot handle complications, which can create a push-effect. The woman hereby depends 
on the TBA being able to spot a complication if it emerges and knowing how to handle it. 
Then she is dependent on getting to a proper health facility in time. If the woman cannot get 
EmOC in case of complications, she risks die (Rahman et al., 2007:19). The health system 
creates a pull-effect by offering specialised services to handle complications. This means 
that if the delivery becomes complicated the woman changes her perception of which 
provider is most adequate. However, the health system still creates a push-effect related to 
resources and purdah. 
 
We asked the women whether they had experienced any kind of complications. Figure 5-2 
shows that only a few of the women had experienced complications. The figure also shows 
that not all the women who experienced complications utilised the health facilities. As 
mentioned above the women stated that they try to reach health facilities in case of 
complications. However, the women at the same time stated that even if they wanted to go 
to the health facility because complications had emerged, it was not always possible. As one 
of the women said, “We take decision, but we are poor and cannot follow the decision.” 
(Group interview 1). When the women explained about the utilisation of health facilities 
during pregnancy it became clear that they could not always do what they have reason to 
value as different barriers prevented them. 
Figure 5-2 Relation between experienced complication and place of delivery (2010) (Appendix D, Table 6) 
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5.3.3 Seeking Care at Health Facilities 
The second delay is associated with the decision to seek care. We found that this delay only 
appear if the women’s health understanding make them utilise the health facilities. In the 
interviews we found that this delay is influenced by the women’s social position and this 
influences many of the other barriers. For instance for one group of interviewed women, 
purdah demanded that they be accompanied by a man when travelling. The woman 
therefore depends on a male relative having time to accompany her to a health facility. The 
decision is also influenced by the household’s socioeconomic situation, cultural norms, 
accessibility of facilities, and the quality of care. Furthermore, the woman does not take her 
decision alone; many other agents especially in her own household influence her decision 
and these agents are important to remember when looking at this delay. 
Costs 
The women mentioned money as the main barrier to utilising health facilities. As mentioned 
above, the women are less likely to use the health facilities during delivery because the 
health facilities are associated with complications – especially caesarean section. This was 
not just due to the risk of surgery. The women also to a great extent related the risk to the 
cost of the operation and hospitalisation. Rahman et al. (2007:20) state that the mean cost 
of a caesarean section is 4.703 taka17, which is a lot for poor women18. The women in 
Patharghata stated that: “Money is a problem. If we have money we can go there.” (Group 
interview 1). Furthermore, the women mentioned that the health staff had told them to go to 
a health facility and stay at least seven days before the delivery to ensure that they would be 
there in time for delivery. The women stated that this would be impossible for them. First of 
all it would be very expensive, as the woman has to pay for the accommodation. 
Additionally, she also has to pay for prospective relatives that accompany her. Furthermore, 
when giving birth at the health facilities the women also experienced that they had to pay 
for common items, such as cloves, needles, etcetera. When given birth at home, the TBA 
associated with NGOs would bring the items free. However, several of the women did not 
perceive these items as necessary. 
 
The lack of resources leads to a discussion of how to prioritise limited resources. One of the 
women gave this example: “When I gave birth to one of my children I faced many 
complications. I told my husband to bring saline19 but he did not have the money. Then my 
neighbour came and pressured him to bring saline. Then he borrowed some money and 
                                                 
17 100 Taka = 1,04 Euro on the 1st of September 2009 (Valutakurser.dk, 08.03.2010) 
18 Rahman (2009: 163) has calculated that in average poor people (categorised in one of Rahman’s three poor-categories) in Bangladesh have 
a per capita income per month of 430 taka (The poverty line income is 595taka per month) 
19 Saline is a salt water solution and is used to prevent dehydration e.g. if a patient has diarrhoea.  
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brought saline. But my delivery had already taken place.” (Group interview 3). This example 
shows how the woman’s social position as a non-income-generating household member can 
be a barrier as she lacks the ability to command resources. Simeen Mahmud also hints at 
this dependency (Interview with Simeen Mahmud). In the quote the husband clearly had the 
power to make the final decision on whether or not money should be spent on saline. 
However, the quote shows that other agents, here a neighbour, are able to influence the 
decision-maker. It is a difficult dilemma concerning the household’s economic situation and 
the woman’s health. It can be debated whether the money would have been better spent on 
food and other basic needs. Former experiences of this kind might explain why many poor 
people wait to see if the problem will pass. Sarifa Begum points out that the poor often use 
stories about situations that ended fine without use of the health system to justify not using 
the system. (Interview with Sarifa Begum). 
Time  
Another issue related to the use of health facilities is the time spent away from the 
household. The women pointed out that if they go to the health facilities, they cannot take 
care of their duties in the household. The loss of resources associated with the women’s 
absence from the home is also mentioned in relation to time spent staying at the health 
facility or on recovering from a caesarean section. The women were aware that if a woman 
did undergo the operation she would be unable to fulfil her duties during the following week 
or two, while the woman who gave birth naturally could be working after a couple of days. 
One of the interviewed women explained: “It is not possible to leave our household work, and 
therefore we want to stay at home.” (Group interview 2). The women also said that they felt 
ashamed when they could not be at home fulfilling their duties. Amin (1997:213) makes a 
similar point when she states that the violation of the traditional female work patterns is 
related to notions of shame and loss of status. She further connects this to the practice of 
purdah. Ensor & Cooper (2004) further point out that “[...] when women cannot contribute 
through superior education or through income earning, their position is maintained through 
household chores” (Ensor & Cooper, 2004:73). If a woman cannot fulfil her duties, she risks 
losing her social position. 
Decision-making 
According to the women, it differs who takes the decisions regarding delivery. The women 
stated that their relation to their husbands was clearly connected to their own power in the 
decision-making. Thus the husbands are key agents influencing the woman’s action (Moran, 
2006) and hereby central in defining the consequences of the women’s social position. One 
woman explained:  “Everybody’s husband is not the same. Some love their wife very much, 
some do not. This is the condition for women in Bangladesh. Whenever the woman is able to 
make her husband understand her problem, the woman herself is enough and the husband 
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does not make any comments if the woman goes alone.” (Group interview 2). This quote 
explains how a woman’s relation to her husband is closely connected to her mobility. It 
therefore differs from woman to woman regarding what she is allowed to do. If the woman 
has a close relation to her husband he might be more willing to listen and understand her 
arguments and wishes and let her take decisions. Most of the women stated that in general 
it was not a problem to get the husband to accept their decision. But if he did not agree, the 
woman had different ways to influence him. Some of the women mentioned that they 
showed the husband signs of affection, dressed up and gave him hope of sexual pleasure in 
order to convince him. Others mentioned that they would involve their parents-in-law. These 
two examples show that the women were aware that they had resources to influence their 
husbands’ decisions despite their low social position. The men interviewed all stated that 
they would take decisions regarding pregnancy and delivery together with their wife. They 
further pointed out they would like to have more training about the issue in order to be able 
to take the right decisions. (Group interview 5). The quote also shows that if the woman is 
able to make her husband understand her needs she can gain more freedom to follow her 
own decisions. The woman’s ability to influence the decision-making is therefore a central 
factor. Gupta (1995:483) points out that the elders often try to delay the creation of a bond 
between the husband and wife to minimise the woman’s authority. As written in chapter 
4.4.1 elders traditionally have a higher social position in the household than the young 
women. Gupta (ibid.) further points out that especially if the woman lives in a joint family, 
the elders have significant influence in decision-making. Chowdhury et al. (2004:331) point 
out that education can help improve the woman’s influence on the decision-making between 
the husband and wife. Being educated can improve a woman’s social and legal status within 
the family and gives her more authority to take decisions. 
 
Other family members besides the husband also influence decisions about seeking care. The 
women gave us concrete examples of how family members had taken decisions without the 
woman having a say. In one case the woman had been unconscious when the delivery 
started. Her father-in-law had assessed that she was at risk of complications and took her 
to a health facility. This example illustrates how a complication during delivery can render a 
woman incapable of making decisions.  In these kinds of situation she is therefore 
dependent on others to take actions. In another case the woman’s mother had decided that 
a nurse was to be present in the home where the delivery took place. One of the women 
explained how the power to decide in matters of birth was related to the place of delivery: “If 
I stay at my father’s house, then my parents will take decision. My husband is not there 
because he is staying in his house.” (Group interview 1). In all of the examples elder family 
members and not the women themselves had taken decisions regarding ensuring a safe 
delivery. The women also gave examples of how parents-in-law could hinder them in seeking 
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care at health facilities. Some elders do not find it necessary to utilise the health facilities as 
they believe that life and death are decided by God and accept maternal deaths as the will of 
God. As one of the women told us: “Our father-in-law and mother-in-law think it is not needed 
to leave the house because God will save us. The elders think it [life] is given by God and safe 
by God.” (Group interview 2). If the elders’ understanding of the health system or the 
woman’s needs differ from that of the woman, she may have to follow the elders’ decision as 
she herself has limited authority. 
 
The women pointed out that not only agents influence the decision-making: “We don’t have 
enough money, and therefore the household members pray and the mother cannot go to the 
hospital.” (Group interview 3). This quote indicates that no matter what the agent decides, 
other factors can change the decision. One of the asked men pointed to the issue of costs by 
stating that “Without money we can do nothing” (Group interview 5). As shown above the 
cost of utilisation is a great factor that can make it impossible to follow a common decision 
such as utilising health facilities. 
Choice of Action 
The health understanding is influences the woman’s choice of action regarding utilisation of 
health facilities. What the women have reason to value in the first place is framed by their 
understanding of the health system. When the women associate health facilities with 
complications, they do not consider giving birth there, even if they have the resources and 
do not face barriers. A change in the women’s utilisation of the health facilities requires a 
change in their perception of how the facilities may be used for delivery. As the woman 
rarely takes the decisions alone it is important that the family members’ perception of the 
health facilities also is changed. Additionally, all barriers are worsened when utilising the 
health facilities regarding delivery compared to regarding pregnancy. The women simply 
need to travel further away to utilise the health facilities when giving birth, spend more time 
away from the home, higher cost and have less opportunity to plan their visit in accordance 
to the weather. The women’s choice of action changes if complications arise and they 
consider utilising the health facilities. This leads to the next difficulty as the women are poor 
and concerned with the economic cost of utilising the services. This concern is also related 
to the women’s lack of ability to command resources as she is often not income-generating 
herself. 
 
The woman experiences an ambivalence concerning use of the health facilities because there 
are other conditions influencing the decision-making. The services of the health facilities 
create a pull-effect on the woman in so far as she believes the services can help securing her 
health. There are also created push-effects, for instance the woman’s time spent outside the 
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household. As the woman only has a limited amount of time, she cannot fulfil her duties in 
the household and at the same time go to the health facilities. This means that other 
members of the family need to perform her duties or they are left undone. As the woman’s 
social position in the household is associated with her duties, she feels ashamed if she 
cannot live up to the household’s expectations. 
5.3.4 Reaching Care at Health Facilities 
This delay is related to problems caused by infrastructure including poor organisation of the 
health system, condition of the roads, and the geography (e.g. islands, rivers), and is 
therefore related to the specific conditions in Bangladesh. First of all, the many rivers and 
the frequent natural hazards complicate the utilisation of the infrastructure, especially in 
rural and remote areas. Additionally, the country is characterised by poverty and political 
instability, which results in lack of resources to overcome these complications. These factors 
all influence the women’s utilisation of health facilities. 
Infrastructure 
Poor infrastructure was mentioned as a common problem by the women in Patharghata. In 
the coastal area where Patharghata is located the land is divided by many rivers and the 
water level is high. We noticed that the main roads were built a couple of metres above the 
water level. This was done to make sure that the roads were passable during the rainy 
season when flooding affects this part of the country. Not all roads are asphalted. The 
smaller roads were made of earth or uncemented bricks and lower than the main roads. 
This means that the rain destroys the roads and turns them to mud. The weather and the 
poor infrastructure therefore impact the women’s mobility. 
 
In our time in Patharghata we rarely saw any cars besides the buses driving between the 
upazilas. The most common 
vehicles used for transportation 
in Patharghata are rickshaws, 
tom-tom, vangari, boats and 
motorbikes. These vehicles are 
often better fitted to drive on 
the small and muddy roads 
where cars would get stuck, 
but we experienced that in 
heavy rain no vehicles were 
able to drive on the roads. 
These types of vehicle also indicate the income level of the area. The women we talked to 
could hardly afford the cheapest vehicle and not at all a car. The women in Patharghata said 
Figure 5-3 A tom-tom is a bicycle pulling a flat platform 
(Authors picture, 2009) 
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that the tom-tom was the vehicle most often used for transportation during delivery [see 
picture]. Parkhurst et al. (2006:442) found the same result in their study. This can also be a 
barrier for ensuring safe delivery. As can be seen in the picture, the ‘seat’ consists of an 
open platform which does not provide any security for the woman. At the same time it is a 
very slow vehicle which does not absorb any of the bumpiness of the road. A tom-tom 
therefore is not suitable for transporting a woman in labour. 
 
The bad roads and poor vehicles mean that transportation to a health facility can be quite 
difficult if not impossible for a woman in labour. A woman explained: “[If complications 
emerge] We have to reach the hospital within one hour, but we are not even able to reach even 
within five hours. Therefore the patient dies.” (Group interview 3). Another woman told us 
that since her delivery took place during the rainy season she was not able to go to a health 
facility as the roads were impassable. Thus the state of the infrastructure influences the 
woman’s possibilities of reaching the health facilities. 
Distance 
Another barrier mentioned is distance from the household to the health facility. Some 
women could walk the distance while others had to travel for hours. The women living 
furthest away from the health facility experienced it as the most immense barrier for several 
reasons. First, the cost of transport to the clinic increases with the distance. Secondly, the 
vehicles were mostly centred on the city centres where most people came by, whereas there 
were few or none outside the villages. Some of the women stated that vehicles were available 
even at night but they might arrive late, while other women said that it could be hard to find 
a vehicle even in daytime and almost impossible at night. Some of the women mentioned the 
possibility of using an ambulance for transportation, but none of them had used the 
ambulance and the health system reported the ambulance was quite expensive and often 
broken down [see 4.3 Public Health System in Patharghata Upazila]. Furthermore the doctor 
at Barguna MCWC said that if the only ambulance were driven the 16 hour trip to and from 
Barisal, it would not be available for other patients to use during this time. We therefore 
find it clear that the ambulances are not able to cover the patients’ need. 
 
As mentioned earlier, health facilities have been established in rural areas in order to make 
basic health care available for all. This makes it easier for the women to visit the clinics for 
check-ups and vaccinations during pregnancy. But at the time of delivery the women have 
to go to Patharghata UHC to get the appropriate services. In the case of complications where 
the woman needs EmOC she is referred to Barisal Medical College Hospital. As written 
previously Barisal is around a day’s travel away and this delay could be fatal for the woman. 
Some of the women live in villages where a boat or ferry are needed, which extends the 
How to Improve Maternal Health for Marginalised Women 
 
Anja M. Nielsen & Julia W. Dallerup 
 - 78 - 
travel time further. Additionally the woman has to cover all transport costs herself. Many of 
the women explained that even the cost to go to Patharghata UHC were overwhelming. The 
cost of going to Barisal would be prohibitive. The lack of adequate services at the upazila or 
union level therefore creates a major barrier for women. 
Choice of Action 
The barriers mentioned above are spatial and are measured not just in distance but also 
time and cost of travel. The barriers in this delay are related to what Giddens calls space. 
Space here accounts for the distance between the women and the health facility, but not 
just measured as the metres between the two, but as the time and the resources, which is 
cost to move from one location to the next. The interviewed women experienced that the 
more comprehensive health facilities felt far away because of the barriers related to the 
distance and infrastructure. 
5.3.5 Receiving Care at Health Facilities 
This delay relates to receiving adequate care. Centred on the supply-side, it concerns 
matters such as poor training and de-motivation of personnel, lack of finances, and 
inadequate facilities, supplies and personnel. As described in chapter 4.3 all levels of the 
public health system are characterised by lack of doctors, staff, and technicians, lack of 
equipment, and frequent lack of medicine and contraceptives. This results in that each 
health facility rarely meets the required level of services that is demanded for the given level. 
According to Naripokkho the lack of women utilising the health facilities is related to this 
delay. 
Quality of Services 
Even though medicine and other basic health care services are free the women often 
experienced that medicine and equipment were lacking, which meant that they had to buy it 
themselves. The women explained: “We go there and wait for medicine, but they tell us 
medicine is not available, and then we leave angry.” (Group interview 1). This was also a 
problem experienced by the health facilities themselves. Because of the household’s 
economic situation they could rarely bear extraordinary medical expenses. As shown earlier 
[see 4.3 Public Health System in Patharghata Upazila] the women were all poor and 
especially medical expenses could lead their household into deeper poverty. According to the 
women this meant that often they were not able to get the proper treatment. One woman 
stated: “We are poor and therefore are not able to take medicine. We cannot continue our 
treatment because we lack the money.” (Group interview 3). Some of them considered it 
pointless to use the clinics, as they experienced that the health staff could only tell them 
what was wrong but not help them to get treated. The women also said that even if they 
were initially able to buy the recommended medicine they sometimes had to stop the 
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treatment and resume only when the household could afford more medicine. The women 
said: “We attend treatment, when we are able to manage the money needed. When we do not 
have more money, we stop, and we continue when we can manage the money again.”[sic] 
(Group interview 4). Their health may have worsened in the mean time. Lack of free 
medicine in the public health facilities is therefore a big problem for the women as their 
economic situation does not always allow them to purchase the medicine themselves. The 
women stated that in the case of life-threatening health problems they would buy the 
medicine even if they did not possess the money by borrowing the money from family, 
neighbours or others. As one woman explained: “We have to buy because it is an emergency. 
We have to borrow money from others.” (Group interview 4). This can save the woman’s life 
but at the same time it can create serious consequences for the household. In the future the 
household’s economic situation can be worsened because of the debt, and the household’s 
ability to cope with extraordinary medical expenses will be reduced further. 
Time 
Another barrier mentioned relates to the opening hours of the health facilities. The health 
facilities are only open during the day, and in some rural clinics the specialised health 
providers are only present for a few days every month. This was in particular an issue for 
the small number of women having an income-generating job. The health facilities’ opening 
hours sometimes clashed with the women’s working hours, forcing them to use private 
clinics open at night but which they had to pay for. Thus working outside the household can 
in itself become a barrier to using the health facilities. This is only a barrier associated with 
pregnancy. The facilities that can handle deliveries are open 24 hours a day. 
Female Doctors 
Lack of female doctors was also mentioned as a barrier. Many of the women are raised to 
keep purdah, which means they feel uncomfortable if they have to show their face to a man 
outside their family [see 4.4.1 Gender Relations]. As one of the women explains: “When we 
are giving birth we pray to stay at home. We do not want to go to the hospital because of 
purdah. We believe, if we go to the hospital, then our religious restriction is broken, and many 
men will see us. Therefore we pray to stay at home.” (Group interview 3). Hence, many of the 
women will not use a male doctor as a thorough examination involves exposing body parts. 
In the FWCs the check-up was often done by female health staff but in the case of 
complications a doctor was needed. There are few, if any, female doctors in Bangladesh as 
mentioned in chapter 4.3. When we interviewed the staff at the different health facilities 
they reported it was a problem in Patharghata. Sarifa Begum mentions the same barrier 
exists in Bangladesh in general (Interview with Sarifa Begum). Despite awareness of the 
problem, the health facilities reported that it is hard to get female doctors because there are 
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few female doctors in Bangladesh, and it is difficult to get them to move to the rural areas. 
(Interview with Sarifa Begum; Interview with Sangkalpa Trust staff). 
Choice of Action 
According to the women, better service is one of the solutions to make them utilise the 
health facilities more during pregnancy. This is in agreement with WHRAP’s assumption 
that better health service will change the women’s choice of action. However, the women 
point out that better service alone is not the answer. The barrier caused by lack of female 
doctors is not mentioned by WHRAP. We therefore assume that it is not a focus of the 
project. However, a lot of the health providers and committee-members recognised this 
problem and worked to ensure female doctors at least at the gynaecological speciality. 
Furthermore, it takes time before the women discover the changes and start behave 
according to them. 
5.3.6 Ambivalence of Utilisation 
The barriers we have described are all interrelated. For instance, distance only becomes a 
barrier for women who lack resources to use transport. This point was also experienced by 
the women, who pointed to the fact that lack of economic resources meant that they have 
fewer opportunities to use the health facilities. Other barriers are caused by the conditions 
deriving from living in a developing country where poor infrastructure is a factor. 
 
The social norm of women to keep purdah is an example of how women can experience 
ambivalence. As mentioned above, lack of female doctors and respect for purdah creates a 
push-effect, while home-based birth and the security offered by the social network of the 
family  creates a pull-effect. The woman’s choice is thereby influenced by structural 
phenomena. This means that it is possible to influence the woman’s choice of action by 
influencing the push- and pull-effects, for instance by ensuring more female doctors or 
changing the understanding of purdah in the families. A third solution could be to ensure 
access to a skilled home-based birth attendant instead of only offering clinic-based 
deliveries. Blum et al. (2006:52) point to the fact that the female birth attendants experience 
the same barriers as the marginalised women, such as transportation, time schedule, and 
need for a male escort. Chowdhury et al. (2006:332) also point to the issue of 
communication. As the exact time of birth cannot be predicted it is important that the birth 
attendant can be contacted easily. In cases where phones are not available this means she 
has to live nearby or else transport becomes a barrier. Blum et al. (2006:53) point out that 
birth attendants find that the health facilities offer a more conducive environment for 
childbirth. Blum et al. (ibid.:58) have compared the utilisation of home-based and facility-
based health services. They found that socio-economic inequalities were substantial for both 
kinds of services, but greater in the facility-based. 
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The need for economic resources in order to utilise health facilities is creating a large push-
effect whereas saving the money for the family creates a large pull-effect towards home-
based deliveries. For this reason the woman often chooses the family over the health system 
This barrier can be reduced either by changing the perception of what health services are 
worth spending resources on, or by decreasing the resources needed for utilising the health 
services. However, the change of perception requires that the users actually have money to 
spend on health services. 
5.4 Improving Women’s State of Maternal Health 
As shown in the analysis above, WHRAP’s strategy is not sufficient to improve the women’s 
state of maternal health significantly. The marginalised women’s actions are influenced by 
the process of structuration, in other words they as agents both influence and are 
influenced by the surrounding structure. WHRAP does seek to influence the process of 
structuration by striving to create changes in the structure of the health system in order to 
change the women’s choice of action. But the project only addresses barriers on the supply 
side and overlooks important constraining barriers on the demand side. The women’s choice 
of action is affected by clash between the two social systems, the health understanding, and 
structural phenomena creating delays. The women mentioned poor quality of health services 
as a major barrier. This is in agreement with WHRAP’s assumption. However, this is mainly 
regarding pregnancy. In the case of delivery the woman’s understanding of the health 
facilities’ role becomes important. 
5.4.1 Reaching Marginalised Women 
WHRAP’s activities aimed at creating accountability have improved the quality of the health 
facilities. The greatest improvements have been in services for pregnancy and normal 
delivery. One of the significant changes WHRAP has effected is reactivating and establishing 
health clinics in rural and remote areas. This has resulted in easier access for the women 
who then need to spend less money to get to the facility. The reduction of corruption and 
increased accountability among the advisory committees and the health staff mean that the 
women have to spend less money and time. WHRAP has made the health facilities more 
accessible not by increasing the women’s allocative and authoritative resources directly but 
by decreasing the amount of resources necessary for accessing the health system. The 
strategy of WHRAP does therefore to some extent meet the women’s demand. As the women 
still experience barriers directly related to the health system, WHRAP can still make 
improvements within its current strategy. For instance, the distance to the health services 
for delivery (e.g. EmOC), lack of medicine and equipment, lack of female doctors and female 
health staff in general are experienced as major barriers for the women. These issues are all 
barriers on the supply-side and can therefore be incorporated in WHRAP without changing 
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its strategy or general activities. Women already using the facilities will benefit from the 
improvements. But many marginalised women are still prevented from using the health 
facilities and benefiting from the improvements because of remaining barriers at the 
demand-side. In other words, the project has succeeded in improving some women’s 
situation regarding maternal health, but it still misses reaching the poorest or most 
marginalised women. This is a general problem in development projects, since structural 
phenomena such as poverty and poor infrastructure often limit the impact of the project. 
 
In the case of delivery, the impact of WHRAP is much smaller than in the case of pregnancy. 
The common health understanding prevents the women from utilising the health facilities 
unless they face complications during delivery. As most of the women choose to deliver at 
home they rarely make use of the health facilities and therefore do not benefit from the 
improvements in services for normal deliveries. To reach all the women and make them 
utilise the health facilities in all cases of delivery WHRAP therefore has to take this 
understanding into consideration when implementing the other activities. 
 
As life-threatening complications occur much more frequently in delivery than pregnancy, it 
is essential to improve the conditions for delivery if WHRAP is to achieve a decrease in the 
maternal mortality rate. 
5.4.2 Broadening the Focus 
To bring about an actual improvement in maternal health we believe that WHRAP needs to 
look at the wider process of structuration. Based on our analysis we believe that WHRAP 
needs to include the part of the structure relating to the woman’s daily life and her family: 
her social position, religion and decision-making role in the household. The woman is a 
member of a family which forms a social system of its own. Due to the household members’ 
influence it is important that they are all aware of what is best regarding pregnancy and 
delivery. 
 
When seeking to alter the women’s behaviour, the conflict of beliefs between the family and 
the public health system must be resolved. The woman’s actions reproduce the social 
practices within the system. The consequences of the woman’s behaviour can be both 
intended and unintended. The woman does not possess full control of which action will lead 
to the desired change. The first step is to make the woman reflect about her own choice of 
action. Hereby a choice of action can be drawn from the practical consciousness to the 
discursive as the woman tries to articulate why she acted as she did. One of the women 
from the group interview had experienced such a change. When her husband got sick she 
had to generate income for the household. She started sewing to earn money. After she 
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started to earn her own money she felt she became more equal to her husband. Therefore, 
she continued to work after her husband had recovered. (Group interview 2). Additionally, 
she has inspired the other women in the group interview to do the same. This example 
shows how a change can create an unintended consequence, which can lead to a 
reproduction of the action to sustain the consequence. The woman only started to work 
because she had to earn money to the household but then she experienced an unintended 
consequence consisting of increased freedom. We are also aware that our own meetings with 
the women may have resulted in reflections about their social position. As the meeting with 
us made them aware that in our country it was quite normal to be unmarried in the mid-
twenties and to travel without male company. 
 
WHRAP is already creating changes among the stakeholders through reflection. For 
instance, in the cooperation with the committees, Sangkalpa Trust questions the 
committees’ aims and work. A member of Charduani UHSC told us that because the 
committee members were asked to explain their work they began to think about what they 
would like to do in the committee and how they could do it. (Interview with Charduani 
UHSC). Both examples show that it is possible to change an agent’s behaviour and hence 
the reproduction of certain structures. 
 
If WHRAP wants to focus on the social system that is the family, it is important to make the 
family members aware of the consequences of their choices – both intended and unintended. 
A better understanding of the consequences of the agents’ actions can lead to a change in 
their behaviour, for instance sending the woman to a health facility when she is going to 
give birth. If WHRAP is to make the women utilise the health facilities at each delivery, it 
therefore needs to change the understanding of the health facilities’ role regarding delivery, 
and make the woman and her family aware of the consequences of their choices. To do that 
it is necessary to think of the woman as a reflexive agent who is able to change her own 
behaviour through rationalisation of action. At the same time, it is important to be aware 
that the woman is not always able to do as she has reason to value because of lack of 
capabilities. It is therefore not enough to change the understanding of the health system as 
long as there are other barriers influencing the women’s choice of action. In order to 
improve the woman’s situation significantly WHRAP therefore has to focus on improving the 
woman’s capabilities in order to enable her to do what she has reason to value without 
being hindered by barriers. 
 
It is important to notice that we do not find it sufficient only to focus on the women and 
their family. Both the women and the health system are important focuses as they represent 
the demand and supply side, respectively. As shown above it is not enough to improve the 
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services at the supply-side if barriers at the demand-side prevent the woman from utilising 
the services. On the other hand, without an adequate health system it does not matter if the 
woman has all the opportunities and capabilities needed. A woman and her family are 
acting in accordance to structural phenomena regardless these are enabling or constraining 
conditions. Therefore these conditions need to be taken into consideration when 
implementing the project. WHRAP’s work with the duty-bearers is therefore vital to improve 
maternal health, but it requires supplemental strategies that focus on the duty-holders. 
 
When we above writes that WHRAP needs to focus on the supply-side and the social system 
comprised of the family we only mean that WHRAP’s current strategy has to be 
supplemented. As WHRAP does not necessarily possess the resources to target this level and 
still maintain its successes in working with accountability among duty-bearers, it can be 
necessary to involve other agents, such as the government or other NGOs. 
5.4.3 Implementation in a Developing Country 
Since Bangladesh is a developing country the implementation of a health project such as 
WHRAP is impacted by specific structural phenomena. Extreme poverty, political instability, 
corruption, centralisation of allocative and authoritative resources and natural disasters are 
some of the issues that often prevent Naripokkho and Sangkalpa Trust from implementing 
their planned activities. The issues are difficult to address as solutions are beyond the 
capabilities of a national or local organisation. In other words WHRAP cannot change all the 
structural phenomena impacting the women or the project. But the implementing 
organisations have to take the phenomena into consideration and try to adjust the project in 
ways so the structural phenomena do not prevent the project from reaching its goal. 
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6 Conclusion  
WHRAP in Bangladesh is monitored and implemented by the NGO Naripokkho. This thesis 
focuses on the implementation in Patharghata upazila by the CBO Sangkalpa Trust. The 
aim of the project is to improve the state of maternal health for marginalised women by 
making the women use the health facilities during pregnancy and delivery. Naripokkho’s 
strategy is to use advocacy to create accountability among the duty-bearers in the health 
system. Its underlying assumption is that accountability will improve the quality of services 
and result in increased utilisation of the facilities by the marginalised women. Our thesis 
examines the validity of this assumption and asks whether WHRAP can help improve the 
state of maternal health, and if so, how. 
Advocacy 
The organisations implementing WHRAP have succeeded in increasing accountability among 
the duty-bearers in the health system by fulfilling the roles of advocate and educator and 
developing partnerships. The organisations’ activities include monitoring the health system 
and advisory committees, collecting data, lobbying the government and creating public 
awareness. The advocate and educator roles are fulfilled by Naripokkho at national level and 
by Sangkalpa Trust at a local level. The partnership between the two organisations is used 
to strengthen both organisations’ work by sharing information and thereby increase their 
influence on the decision-makers and stakeholders. 
Accountability and Utilisation 
We found that WHRAP’s assumption - that increased accountability leads to increased 
utilisation of the health facilities - is only partly correct. Facilities for maternal health can 
generally seen be divided into those relating to pregnancy and those relating to delivery. 
There are barriers to utilisation of all facilities on the supply side and the demand side. As a 
result of WHRAP’s assumption, the project focuses only on reducing the barriers on the 
supply side. The main barriers to utilisation of facilities for pregnancy are on the supply 
side. The project has reduced some of these supply side barriers (and some demand side 
barriers indirectly), which has resulted in increased utilisation of facilities for pregnancy. 
Thus in this case the assumption is valid.  There are significant demand side barriers to 
utilisation of facilities for delivery. These include issues relating to the marginalised women’s 
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understanding of health. Thus, in this case the assumption is not valid. We conclude that 
increased accountability does lead to increased utilisation of health services facilities for 
pregnancy but not for delivery. In order to increase the utilisation of health service facilities 
for delivery, the project would need to augment its focus on the supply side barriers to 
utilisation with efforts to lower the demand side barriers that take into account the women’s 
understanding of health. 
Delays and Barriers 
When the women choose to give birth at home, timing becomes critical as it can take a very 
short time from the first signs of complication till the situation is life-threatening. The 
barriers preventing the women from utilising the health facilities can be divided into four 
delays: 1) health understanding, 2) decision to seek care, 3) reaching care, and 4) receiving 
care. These barriers are both related to the supply-side and the demand-side. The health 
understanding provides a significant delay as the understanding differ from pregnancy to 
delivery. Where possible the women use the services during pregnancy, as they perceive the 
service to help them get a safe pregnancy without complications. In regards to delivery the 
women prefer to stay at home, as they associate the health facilities with complications in 
relation to delivery and therefore only use the facilities if complications emerge. This delay is 
related to the demand-side. In regards to the decision to seek care, the women also pointed 
to barriers on the demand-side and their own daily life: cost, time and decision-making. 
These barriers are influenced by the woman’s social position including her authority in the 
household, and the restriction of purdah. Thus this delay is associated with lack of 
authoritative and allocative resources. Regarding the delay related to reaching care, the 
barriers are both on the demand-side, and the supply-side. The greatest barriers here are 
infrastructure and distance. When it comes to receiving care in time, the barriers are all on 
the supply-side. Here the women experienced low quality of service, long waiting times, and 
their social position as the greatest barriers. All these barriers are interrelated and are 
greater in relation to delivery compared to pregnancy. 
Ambivalence 
The implemented activities have resulted in improvement of the health facilities. Some of the 
improvements have indirectly decreased the demand-side barriers and created easier access 
for the women. The improvements on the supply-side have led to a decrease in the amount 
of allocative and authoritative resources necessary for utilising the health system, which 
hereby decrease the demand-side barriers. However there are still barriers related to the 
demand-side that are neither addressed directly nor indirectly by WHRAP. We found that 
utilisation is influenced by two social systems - the health system and the family. These two 
systems conflict in their understanding of health. The health system is based on a 
biomedical understanding which views pregnancy as a high-risk situation and expects 
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facilities to be used for prevention and not only cure. On the contrary, the family perceives 
delivery as something normal and thus waits till the last minute before seeking help at 
health facilities. Additionally the custom is to stay at home to keep purdah. These opposite 
practices place the woman in an ambivalent situation where she has to choose which social 
system and practices she will follow. Whichever she chooses, she risks losing the security 
offered by the system she rejects. To change the woman’s behaviour these two social 
systems therefore need to be addressed. 
Inclusion of the Woman 
We found that the family has a significant influence on the woman’s choice of action. It is 
therefore important to address the family members along with the women and to make them 
aware of the consequences of their choices – both intended and unintended. If the agent 
acquires a better understanding of the consequences of her or his actions it can lead to a 
change in her or his behaviour. Therefore WHRAP may make the woman reflect about her 
choice of action. This can lead to the choice of action being drawn from her practical 
consciousness to her discursive consciousness as she tries to articulate why she acted as 
she did. In this relation the other agents within the family need to be involved. WHRAP is 
already working with reflection in the current activities with the duty-bearers, for instance 
when Sangkalpa Trust makes the advisory committee members realise their opportunities 
for influencing the health system. If WHRAP wants to encourage the women to use the 
health facilities at each delivery it needs to change the women’s understanding of health and 
the health system’s role and make them aware of the unintended consequences of their 
choices. However, it is not necessary to change the women’s behaviour to improve the 
maternal health. Another option for WHRAP is to advocate for services that take the 
practices within the social system of the family into consideration, for instance home-based 
services for delivery. 
 
We have found that WHRAP has indeed resulted in improvements in the health system. But 
the project’s strategy is not sufficient to reach the marginalised women and make them use 
the health facilities in all cases of delivery. A focus on the woman’s daily life and the social 
system of the family needs to be added to WHRAP’s current work. It is also important for 
WHRAP to be aware that the woman is not always able to do as she wishes because of lack 
of capabilities. It is therefore not enough to change her understanding of the health system 
as long as there are other barriers influencing her choice of action. 
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External impact 
WHRAP is a project based on aid from a foreign donor, Danida, which brings its own 
development agenda regarding choice of strategy, target group and activities. WHRAP 
therefore needs to be aware of the demands from donors in order to get funding, and not 
just the needs of the women. The implementation of WHRAP is also influenced by a range of 
structural phenomena, such as natural hazards demanding relief work, a small share of the 
funding, and difficulty in getting educated and qualified staff in rural areas, political 
instability and centralisation of allocative and authoritative resources. These barriers result 
in that the implementing organisations cannot always implement the planned activities and 
attain their goals. 
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7 Putting the Project into Perspective 
When we started to analyse WHRAP’s strategy, we wondered how it would work as the 
women were only seen as the secondary target group. It is important to target the duty-
bearers in order to create accountability, but without involving the right-holders we find it 
difficult to see how they can be reached. Development project strategies aim at being 
sustainable, so there needs to be a plan for how activities can be carried on by agents other 
than the donors. In advocacy theory the right-holders are seen as essential as they in their 
utilisation automatically monitor the services provided. What they might be missing is the 
knowledge of how, by claiming their rights and making complaints, they can improve the 
quality. Another angle of the analysis could therefore have been to use advocacy theories to 
examine whether the project is sustainable even though it only focuses on the duty-bearers, 
and how advocacy as a strategy is used to change the women’s situation. 
 
In this report we decided to analyse WHRAP with a focus on the target group at local level. 
Another focus could have been on Naripokkho’s advocacy work at the national level. With 
additional resources it would have been interesting to investigate the whole project. We 
could then have followed the process from Naripokkho’s advocacy activities to their 
influence on the political agents and policies. The implementation of the policies could 
furthermore be examined, to see whether improvements have been created. 
 
With more resources we would have liked to elaborate on the pros and cons of home-based 
and facility-based health services. We think it is important to be aware that improving 
maternal health does not necessarily require changing the women’s behaviour, but can also 
be achieved by adapting the health services to the women’s behaviour by for instance 
making them home-based. 
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9 Appendix 
 
List of Appendix: 
A. Data 
B. Map over Bangladesh 
C. Survey questionnaire 
D. Survey tables 
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9.1 Appendix A: List of data  
 
Respondents Selection comments 
Community clinic 
- survey 16-37 (Charduani) 
 
We visited this community clinic on 
the advice of a family welfare 
assistant: her monthly visit to the 
clinic meant there would be more 
women from our target group 
present. 
 
FWC 
- survey 38-46 (Nachnapara) 
 
See expert interview 
Upgraded FWC 
- survey 2-15 (Charduani) 
 
See expert interview  
 S
u
rvey  
Female participants in group 
interviews 
- survey 48-53 (Adarshalgram) 
- survey 54-58 (Ward 7) 
- survey 59-63 (Charbadma) 
- survey 64-68 (Hoglapasza) 
 
All women were members of 
Sangkalpa Trust. Preferentially 
women with at least one birth and the 
youngest child at a maximum age of 
8 years. They were poor and had a 
low level of education.  
 
The groups were formed in order to 
show the difference in context for 
the women in the target group. 
 
The first focus group represented 
women in a village not far from 
Patharghata (Adarshalgram). The 
second represented women in a 
municipality (Ward 7). The third 
represented women living close to 
the water and far from FWCs 
(Charbadma). The fourth 
represented women from a village 
(Hoglapasza). 
 
Four groups of women  
- length: ½-1 hour 
- recorded  
See survey 
 
 G
rou
p
 in
terview
 
One group of men 
- length: 1/2 hour 
- recorded 
 
All men were members of Sangkalpa 
Trust. 
 
The men were chosen as they all 
worked in the village where we met 
so they did not miss out on much 
work by participating in the 
interview. 
Sarifa Begum - Senior Research 
Fellow at Bangladesh Institute of 
Development Studies (Governmental 
think tank). 
 
 Exp
ert in
terview
s 
T
h
e resea
rch
ers 
Simeen Mahmud - Lead Researcher at 
BRAC Development Institute, BRAC 
University. 
- recorded 
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Respondents Selection comments 
WHRAP staff from Naripokkho: 
- Shireen Huq - Project Coordinator 
(voluntary) 
- Samia Afrin - Senior Project Officer 
- Tajkera Noor - Programme Officer 
- last interview recorded  
 
 
Staff from Sangkalpa Trust  
- department in Patharghata 
 
- Mirza S.I. Khaled - Director  
- Reza Nazrul Islam - Senior Manager 
(afiliated WHRAP) 
- Syed Shadat Hossain - Research 
Assistant (afiliated WHRAP - in 
charge of statistics) 
 
 
T
h
e N
G
O
 a
n
d
 C
B
O
s 
Staff from NSS - department in 
Amtali 
 
- Md. Zikrul Haque - Director 
- Three women (afiliated WHRAP) 
 
 
Female teachers (Four) 
- Patharghata Secondary School 
 
Representing different age groups.  
 
O
th
er sta
k
eh
old
ers 
Journalists 
- Patharghata: five male journalists 
- Barguna: three male journalists 
- Amtali; two male journalists 
 
 
UHSC representatives 
- Nachnapara: Chairman, two 
union members, family welfare 
visitor, and medical assistant. 
- Charduani: Chairman, health 
assistant, two committee 
members. 
- Arpangasi (Amtali); Chairman, 
one com- mittee member, two 
previous members 
 
We met with UHSC in the same 
unions as where we visited health 
facilities. 
UHAC representatives 
- Patharghata: one committee 
member (Administrative officer at 
UHC and former chairman) 
- Amtali: one committee member  
 
 
E
xp
ert in
terview
s 
T
h
e ad
visory com
m
ittees 
District Committee representative 
- Barguna; one committee member  
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Respondents Selection comments 
Official staff 
- Patharghata: Mayor, two female 
councellors and one male councellor 
from Family Planning Department 
 
 Th
e p
olitica
l level 
Member of Parliament 
 
- Giolam Shabor: Member of 
Government Party, Party Secretary. 
 
Chosen as he is elected in 
Patharghata upazila and chairman 
of Patharghata UHAC 
 
Birth attendants 
 
- Family welfare visitor 
- Family welfare assistant 
- Traditional birth attendants 
 
 
Community clinic 
- Charduani, Patharghata 
 
See survey 
FWC 
- Nachnapara, Patharghata 
- Kachira, Patharghata 
- Kathal Tali, Patharghata 
 
The four FWCs being monitored by 
Sangkalpa Trust, where one was 
upgraded [see below].  
 
Kachira and Kathal Tali were 
interviewed specifically in relation to 
health education. 
 
Upgraded Family welfare centre 
- Charduani, Patharghata 
- Amtali 
 
See above 
UHC 
- Patharghata: Residential medical 
officer 
- Amtali: Residential medical officer 
 
The interviews with staff in 
Patharghata were conducted in two 
rounds in order to cover questions 
that emerged in the first round.  
 
MCWC 
- Barguna: Gynaecologist 
 
 
E
xp
ert in
terview
s 
T
h
e h
ea
lth
 fa
cilities 
Barguna District hospital: Residential 
medical officer 
 
 
All facilities listed above were 
observed 
 
See above Ob
servation
s 
Sangkalpa Trust clinic 
- in Patharghata 
 
A NGO-driven health facility 
delivering free primary health care. 
Chosen because the women referred 
to the clinic in the interviews 
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9.2 Appendix B – Map over Bangladesh 
Figure 9-1 Map over Bangladesh (Nationsonline, 26.03.10) 
 
 
Figure 9-2 Map over the district of Barguna, Bangladesh (mybarguna.info, 26.03.10) 
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9.3 Appendix C – Survey questionnaire 
1. Date: 
 
2. Village/union: 
 
3. Age: 
 
4. Number of members of household: 
 
5. Level of education: 
a. None  
b. Primary level  
c. Secondary level 
d. Higher secondary level 
e. Practical education (tertiary level) 
 
6. The head of the household are: 
a. Female  
b. Male 
 
7. You are: 
a. Work for others (labour selling) 
b. Own business (not labour selling) 
c. Housewife 
 
8. How would you describe your economic situation? 
a. Able to provide sufficient food for three meals and bear educational and 
medical expenses. 
b. Able to provide sufficient food but unable to bear educational and medical 
expenses. 
c. Unable to provide either sufficient food or bear educational and medical 
expenses. 
 
9. Do you feel you have received enough information about how to ensure a healthy 
and safe pregnancy and birth? 
a. Yes 
b. No 
 
10. Do you use family planning (e.g. contraception)? 
a. Yes 
b. No 
 
11. Who have decided that? 
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At home At 
hospital 
or 
health 
clinic 
Any 
(Postnatal) 
problems 
after birth 
with… 
Complications 
during birth 
Outcomes Wom
an’s 
age 
at 
the 
birth 
 
No. of 
births 
No TBA TBA  Your 
self 
The 
child  
Yes No C-
section 
Death of 
child 
Healthy 
child 
 1.           
 2.            
 3.            
 4.            
 5.            
TBA = Trained Birth Attendant 
 
- if no TBA ask why? 
 
 
12. Did someone decide where the births took place? 
a. Yes 
i. If yes, who  
 
 
 
 
 
b. No 
 
13. Have you attended care services (prenatal and antenatal) during and after your 
pregnancy? 
a. Yes 
i. Where, by whom? 
b. No  
i. Why?  
 
14. Who decided whether you attended care services (prenatal and antenatal) during and 
after your pregnancy? 
 
 
 
15. Have you experienced any problems or barriers in seeking health services regarding 
pregnancy or delivery?  
a. Yes 
i. If yes, which problems? 
 
 
 
b. No  
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9.4 Appendix D – Survey tables 
We collected 67 surveys at public health clinics and in the group interview. From the female 
respondent we discarded three women who did not live up to our standards regarding age. 
Therefore the tables and figures in the report are based on 64 surveys. The total number of 
respondents in each category may differ as not all women answered all questions for 
instance because they did not understand the question or did not know what to answer. 
 
Table 1 Experienced barriers for seeking health services (2010) 
Yes 17 
No 47 
Total 64 
 
Table 2 Received enough information on maternal health (2010) 
Yes 56 
No 6 
Total 62 
 
Table 3 Use of family planning (2010) 
Yes 52 
No 11 
Total  63 
 
Table 4 Attended pre- and antenatal care (2010) 
Yes 62 
No 2 
Total 64 
 
Table 5 Place of delivery (2010) 
Home no TBA 39 
Home with 
TBA 86 
Hospital/clinic 11 
Total 136 
 
Table 6 Relation between experienced complication and place of delivery (2010) 
  Experienced complication 
  Yes No 
Place of delivery 
Home 
withTBA 9 77 
 Home no TBA 0 39 
 Hospital/clinic 2 8 
 Total 11 124 
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Table 7 Decision makers regarding use of family planning (2010) 
Husband 6 
Wife 8 
Husband AND wife 30 
Advice from FWC 10 
Advice from hospital 3 
Family planning 
visitors 2 
 
Table 8 Economic situation (2010) 
Able to provide sufficient food for three meals and bear educational and medical 
expences 39 
Able to provide sufficient food but unable to bear educational and medical 
expences 18 
Unable to provide either sufficient food or bear educational and medical 
expenses  7 
Total  64 
 
Table 9 Work situation (2010) 
Labour selling 8 
Not labour 
selling 2 
Housewife 53 
Student 1 
Total  64 
 
Table 10 Relation between the household's economical status and the woman's work status (2010) 
 Economic situation 
Work status 
Able to provide 
sufficient food for 
three meals and bear 
educational and 
medical expenses 
Able to provide 
sufficient food but 
unable to bear 
educational and 
medical expenses 
Unable to provide 
either sufficient food 
or bear educational 
and medical 
expenses  
Labour selling 2 3 2 
Not labour 
selling 1 1 0 
Housewife 35 13 5 
Student 1 0 0 
 
Table 11 Educational level (2010) 
None 9 
Primary level 25 
Secondary level 21 
Higher 
secondary 9 
Total  64 
 
 
 
How to Improve Maternal Health for Marginalised Women 
 
Anja M. Nielsen & Julia W. Dallerup 
 - 109 - 
9.5 Appendix E – E-mail from Naripokkho 
 
Dato:  Wed, 27 Jan 2010 17:12:26 +0600 [27-01-2010 12:12:26 CET] 
Fra:  NP WHRAP  
Til:  Julia W. Dallerup 
Cc:  Anja Nielsen  
Emne:  From Naripokkho 
 
Dear Julia and Anja, 
 
Hope you are doing ok . We didnot answer your mail earlier as we are 
busy with submitting Annual progress report. 
 
Now i am trying to answer the query that you have been asked to our WHRAP team. 
 
I asked Samia, who has been working in this project from the beginning 
and also member of Naripokkhot about having any document about Gender/ 
Women. She informed me that Naripokkho doesnot have this kind of 
texts. 
 
Regarding your masters thesis: 
 
1. In this elected government time period we do lobbying with 
government to release a circular to give the power in Upazila 
Chairman's hand & also elected them as President of the Upazila Health 
Management Committee.  Iinstead that government give that post to the 
Local MP ( member of parliament) and Vice president post is given to 
Upazila chairman. We thought it as a partial gain of Naripokkho's 
lobbying. 
 
2. As you people know our CBO's are always incontact with the 
stakeholder. And often they have official meeting with them. 
 
From Naripokkho our Monitoring officer meet with them in every month 
and WHRAP Stuff ( Samia, Tajkera and Manisa) meet with them every 
three monthnterval. 
 
3. 700 Eclampsia data was collected from our project area and we 
appoint a part time researcher  who is now writing the report and 
hopefully will be able to finish it within April 2010. 
 
4. A brochure titled " Ensure the service of Family Welfare Centres, 
protect maternal death" was published and distributed on 27 December, 
2009 in our National seminar and distributed to the parliamentary 
member, officials of health ministry & health department and 
representative s of the partner organisation. 
We have a plan to distribute 50000 copy to 345 parliamentary members, 
members of the health related standing committee of union parishad of 
the working areas, local and national level officials of the health 
administration, members of women health right alliance, Doorbar and 
PHM. 
 
 -We have persons who fully volunteer in our project. Like: 
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 - Shirren Huq, our Project coordinator 
 - Working group committee member from Naripokkho, 5 in number 
 -Health advisory committee ( They are researcher, health activist etc 
from other organisation)-5 in number 
And also during any event of WHRAP( Like: National seminar, 
Publication, report writing etc) stuff from other project of 
naripokkho and members work volunteeraly. 
 
6. We have statistics that you are looking for will get it in our Ist 
phase completion report. For you i am send it once again. 
 
Hope these answers will fulfill your requirement. 
 
//// Tajkera  
 
 
 
 
 
 
